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General social security expansion has cap- 
tivated the imagination of many who be- 
lieve that a complete post-war national re- 
organization is necessary. Arguments over 
socialized medicine and federalized medicine 
persist, and continue to produce considerable 
confusion in the minds of the public and the 
medical profession alike. 

For some years now, there has been avail- 
able in our state, and in many other states, 
socialized medicine. In our state, this has 
been sponsored by the Medical Society of the 
State of North Carolina and by the North 
Carolina Hospital Association through the 
medium of the North Carolina Hospital Sav- 
ing Association. In other states similar 
groups have been supported by their state 
medical and hospital organizations. These 
service associations were set up to provide 
hospital and professional services on a pre- 
- payment plan. Such systems operate on a 
voluntary basis, allowing free choice of hos- 
pital and free choice of physician, preserv- 
ing the cherished patient-doctor relationship, 
and defending and maintaining freedom of 
action and initiative. This plan should offer 
to the people the highest type of service in 
its most desirable form. 


Why then, in the face of this, do we hear 
a demand for the federalization of medicine, 
under which all of the above desirable fac- 
tors would be lost? Are we not making med- 
ical service available as extensively as we 
should, or is it simply, as Dr. Van Etten, past 
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president of the American Medical Associa- 
tion, has said, that “We are failing to pre- 
sent a clear and convincing picture of our 
organization”—of what we are doing; of 
what we are offering? 


Unquestionably the handwriting is on the 
wall: The people want, or think they want, 
a type of medical service that they are not 
getting, or think they are not getting. This 
applies not alone to our country but to all 
English speaking nations. 

The New Zealand government now offers 
a general medical service to its people. Al- 
though the British Parliament has refused 
to consider the Beveridge report at this time, 
Prime Minister Churchill, in his last address 
dealing with post war problems, promised 
that after the war England would have a 
National Health Service. The poll released 
by the Canadian Institute of Public Opinion 
a year ago showed that “eight out of every 
ten Canadians are in favor of a National 
Health Plan for medical care and hospitaliza- 
tion, sponsored by the government.” The 
Canadian Government has already taken 
steps that may well place all medical service 
under government supervision and control. 

In our country: 

(1) The recent poll of opinion by Fortune 
Magazine, which included all income groups 
and all sections of the country, showed that 
three out of four are in favor of “medical 
care for every one who needs it.” 

(2) Our Social Security Board believes 
that “measures to assure adequate medical 
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care to all who need it and to protect workers 
and their families against cost of medical 
care are of basic importance to Social and 
National Security.” It is clear that the goal 
of this Board is a nation wide system of 
compulsory sick insurance. 

(3) Organized labor appears to be solidly 
behind social security expansion. Its legisla- 
tive manifesto recommends the establish- 
ment of “a national health program which 
would include insurance for medical care on 
a Federal basis covering all persons and fam- 
ilies, with free medical care to those who 
cannot afford insurance.” 

(4) The United Automobile Workers have 
established a Health and Accident Depart- 
ment with a_ professional staff to provide 
diagnostic and advisory service for its mem- 
bers. 

(5) It has been proposed before the Na- 
tional Association of Manufacturers that one 
of its major objectives in the post war period 
be the provision of complete medical care 
for its workers as a means of increasing 
their productive efficiency. 

(6) The Farm Security Association, which 
for some time has been dictating to the phy- 
sicians what they should receive for medical 
services rendered its clients, now expresses 
the desire and intention to extend this pre- 
paid medical service to all farm families. 

(7) Maternity care is now being expanded, 
by means of funds made available through 
the Children’s Bureau, to provide hospital 
care for all prospective mothers who are not 
able to defray this expense for themselves. 

(8) Some state party leaders advocate the 
establishment of a state medical program 
under which all citizens would be able to re- 
ceive complete medical service plus a small 
income during periods of disability. One has 
gone so far as to say that “‘the time will come 
when medical care will be as free as the air. 
It will be one of our greatest utilities.” 

(9) Our President has proposed wide- 
spread federal insurance against hospital 
costs, and in his budget message of January, 
1948, declared that “The essentials for civil- 
ian life also include a good standard of 
health and medical service—in war time as 
well as peace.” And he recommended “hos- 
pitalization payments beyond the present 
benefit program.” In a more recent report 
which he submitted to Congress, it is stated 
that we must see to it that all our people 
“enjoy a state of buoyant health and vigor.” 
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(10) Our government has embarked upon 
a vast scheme of medical education. It is 
now proposed that the training of our fu- 
ture physicians be paid for entirely with the 
tax-payers’ money, in spite of the fact that, 
for years, every decent medical school has 
been flooded with applicants able and anxi- 
ous to pay for their own education. 

(11) Brigadier General Frank T. Hines, 
administrator of veterans’ affairs, states 
that a ten year hospital expansion program 
is under way and is being accelerated. 

The greatly increased civilian hospital fa- 
cilities that are being provided throughout 
our country, by means of federal aid, will not 
be allowed to go to waste. Neither will the 
many permanently constructed military hos- 
pitals be permitted to lie idle after their 
present emergency need has passed. These 
thousands of additional hospital beds will be 
utilized, and it is indeed possible that they 
will be administered under federal super- 
vision and control. 

We know that medical and hospital care 
has, for years, been available, in most places, 
much more widely than it has been sought or 
accepted. We know, too, that although there 
are frequent complaints about the cost of 
medical care, the people spend $200,000,000 
more yearly for tobacco than they do for 
both medical and dental care. We should 
realize, however, that medical and hospital 
service is going to be expanded and that 
some ways and means will be provided for 
the people to use this increased service. 

The practice of medicine, as we have 
known it, is undergoing profound changes 
and at an accelerated pace. For doctors to 
assume an uncooperative or negative attitude 
will mean that someone else will effect these 
changes and in a way that will not be most 
beneficial to the people. Any efficient alter- 
ation in medical service must have the active 
and guiding cooperation of the medical pro- 
fession. 

Our profession has never been opposed to 
efforts of the government to aid the dis- 
eased. It has always approved such efforts 
when they are legitimate and sound. It has al- 
ways supported government hospitals where 
private facilities are lacking. It has con- 
sistently supported government medical aid 
to those afflicted with mental and nervous 
diseases, to patients with tuberculosis, and 
to cripples. It has always worked with and 
supported the long established and efficient 
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Public Health Service. Since 1874, the 
American Medical Association has repeated- 
ly urged the establishment of a Federal De- 
partment of Health with a Secretary who 
shall be a Doctor of Medicine and a member 
of the President’s Cabinet. 

In the short span of one hundred and fifty 
years, American medicine has moved for- 
ward to a position of universally recognized 
world leadership, and Americans have be- 
come the healthiest, longest-lived people on 
earth. Today the people of our country are 
receiving the best medical service the world 
has to offer. The death rate is the lowest in 
the history of the United States, and the av- 
erage life expectancy has been almost 
doubled since the Civil War. North Carolina 
has the lowest death rate of any state east 
of the Mississippi. And yet, if we read the 
sighs aright, the people desire some change. 

In considering this inevitable expansion of 
medical service, which is now only just be- 
ginning, let us bear these thoughts in mind: 

(1) Of the 50,000 to 60,000 physicians 
who will have been in the armed forces, a 
large part will return to competitive civil 
practice. Many of ‘these will be young men 
who entered the service of their country 
directly from their internships, and who 
have never had a practice to which they may 
return. Many others will find. that their 
practices have been entirely dissipated dur- 
ing their absence, and they may welcome the 
security of an assured salary from the fed- 
eral government rather than face the in- 
conveniences incident to the years of re- 
building a practice and re-establishing them- 
selves in their chosen community. I[t may 
not be difficult for these men who have 
_ served their nation, and the nation they have 

served, to meet on common ground, and with 
a common understanding, continue to coop- 
erate to the fullest extent. 

(2) If the war continues for many more 
years (and there are those authorities who 
think it will) might we not find our demo- 
cratic form of government leaning even more 
towards bureaucracy? Dictators and bureau- 
crats rarely deign to take the advice of bodies 
like the medica] profession. How different 
it would be to be told exactly what to do, 
whom to treat and when to treat them. And 
the people, too, might derive a real] sense of 
security during these troublous times and 
during the post war restabilization, from 
the Knowledge that a definite National 


PRESIDENT’S ADDRESS—COBB 


201 


Health Plan had become crystallized, just 
as they would feel a sense of security if 
anything of a definite and concrete nature 
could be assured them. 

(3) Because of popular and political ap- 
preciation of the fact that the cost of med- 
ical care so often comes at a time when one 
is incapacitated and, therefore, least able to 
bear it, there has been an increased growth 
of health insurance plans, both commercial 
and those sponsored by the hospitals and the 
physicians. 

(4) Unquestionably medical service as a 
field for organized and political action has 
made its impress upon both voluntary and 
governmental bodies. 

It is, therefore, of vital importance that 
we, as individual members of the medi- 
cal profession and as the organization rep- 
resenting our profession in our state, realize 
that: 

(1) We are facing a demand for an ex- 
pansion of medical and hospital service. ‘ 

(2) While we may be more conscious of 
this change by reason of certain recent pro- 
nouncements and actions of our national gov- 
ernment, it, nevertheless, stems from the 
ideas and expressed thoughts of the people 
with whom we live and work and whom we 
serve. 

(3) While most people can well afford 
hospital and professional care they often 
lack the foresight to be financially prepared 
to meet these obligations when they fall due. 
What these people need is the opportunity 
and convenience of prepayments. 

(4) For any expansion of medica) service 
to be effective and to benefit the people ma- 
terially, it must have the understanding, sup- 
port, and active participation of the medical 
profession. 

Our best medica] thought must aid in the 
development of any wise and sound social 
security plan. Our medical leaders must co- 
operate with and guide these changes and 
developments in so far as they pertain to 
medical service. To assume an indifferent 
and negative attitude wil) not only affect our 
profession adversely; it will result in the 
people’s receiving an inferior type of service, 
and possibly on a purely political basis. We 
must see to it that medical science does not 
become a great new field for political patron- 
age. We must see to it that the independence 
and freedom of medicine, free choice of phy- 
sicians, and hospitals, free initiative and free 
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enterprise, wich are the basis of scientific 
advancement, remain an integral part of our 
American way of life. As Dr. James B. 
Conant, President of Harvard University 
and Chairman of the National Defense Re- 
search Committee, expressed it, we must 
bear in mind during this world war for “the 
freedoms” that “three paths of development 
—political freedom, free enterprise and 
science—run parallel,” and that “if we value 
a continuation of scientific advance, we can 
not fail to be concerned for the preservation 
of both free initiative and free democratic 


institutions.” 

It is the duty of organized meqicine to 
lead the way to any improvement in medical 
service that is needed. Only by doing this 
can we prevent undesirable and inefficient 
social changes from being brought about 
under the pretense of a medical emergency. 
Only in this way can we keep the federaliza- 
tion of medicine from becoming an actual 
fact under the guise of national defense. 

If a better and more easily available hos- 
pital and medical service is needed—and it is 
the expressed opinion of our people that it 
is—, then it is our responsibility to see that 
it is provided. An obstructive attitude on the 
part of organized medicine can only mean 
that a dictatorial, political and inefficient 
type of medical service wilt be offered the 
people. A cooperative attitude on our part 
should mean that the people can continue to 
receive the same high type of service to 
which they are accustomed, and, if need be, 
on a broadened scale. 

Does it not behoove the organized medical 
profession of our country to furnish the 
leadership in any move that will truly im- 
prove the health of our people, that will make 
for greater productivity, that will lessen dis- 
ability, and that may, in any way, alleviate 
the financial stress of sickness? Is it not 
wise for us to have a spirit of cooperation? 
It is true that it is our service that is at 
stake—that is for sale, if yeu will. But it is 
also true that the public which needs this 
service is vitally interested in how it is ren- 
dered. We have always welcomed public in- 
terest in the management of our hospitals, 
in the management of our own service or- 
ganizations. We should not be indifferent to 
public interest in any plans for a better med- 
ical service. It is our duty not to antagonize, 
but to show and lead the way. 

Does it not behoove us in this state to 
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combine our efforts and our organizations at 
once, so that all hospitals and all doctors 
may not only endorse, but enthusiastically 
support an enlarged and increasing service 
to our people? Does it not behoove us to 
make this service available to our people as 
quickly as possible and as comprehensively 
as possible—that they may have this service 
on a voluntary basis; that they may retain 
free choice of hospital and free choice of 
physician; that the sacred doctor-patient re- 
lationship may be retained; that free initia- 
tive, free enterprise, and freedom of action 
may be preserved? 

Or shall we remain indifferent, allowing 
our government to provide and offer medical 
service as it sees fit and without our guiding 
help? Such a service, just as any other, must 
be paid for by the people. Instead of being 
on a voluntary basis, however, it would be 
entirely involuntary, through taxation for 
compulsory health insurance. It is not likely 
that such federalized hospital and medical 
care would permit freedom of choice by the 
patient, the hospital, or the doctor. 

Our government is rapidly making clear 
what it intends to offer. Have we failed to 
paint a clear and convincing picture of what 
we have offered, or have we been offering 
too little? If the people are given the oppor- 
tunity of an immediate choice between fed- 
eralized medical service and voluntary medi- 
cal service on an expanded scale, in which 
they will retain freedom of preference for 
hospital and doctor, none of us can doubt 
what their decision will be. If we are to re- 
tain our medical freedom we must now un- 
hesitatingly accept the responsibility of our 
independence, and offer and render the best 
medical service the world has to offer. As 
Dr. Welch has said, “‘after all the interest of 
the people will decide the matter.” 

National social and economic changes are 
altering the lives of all of us. Situations 
confronting us today are vastly different 
from those of twenty-five years ago. We, as 
American citizens, have the right to be 
heard, and the medical profession has the 
responsibility to make itself heard. This can 
best be done by establishing and maintaining 
in the seat of our government intelligent, 
courageous, courteous, and authorized rep- 
resentatives of American medicine. It should 
be their duty to offer counsel and provide 
accurate information to those in whom con- 
stitutional authority is vested. Such coop- 
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eration should make possible any wise and 
necessary expansion of medical] service and 
at the same time maintain the present high 
standards of efficiency to which American 
medicine has risen. 

As Dr. W. J. Mayo said, ““How can laymen 
be expected to accept (wise) legislation for 
the regulation of medical practice when most 
of the information they receive about medi- 
cal matters comes to them from the adver- 
tisements of patent medicine vendors and 
voluble charlatans?” They might accept such 
legislation for medical regulation, it is true; 
but unless they are informed they wil] accept 
it in ignorance and with a lasting regret. In 
his address as President of the American 
Medical Association Dr. Mayo stated that, 
“If we wish better results, we must enlighten 
the people (and the authorities) for with 
them lies the final word.” A determined con- 
tinuation of our past complacency is neither 
good for us nor good for the people we serve. 

Let us lead the way to a greater and ever 
better medical service and, in the words of 
our Governor, let us see that we do not “fail 
to meet the challenge of the new day.” 

And now to you, gathered in full meeting, 
I must take this, my first opportunity, to 
express my sincere appreciation for the con- 
fidence, the honor and the friéndship which 
election to this office implies and which I 
have done so little to deserve. 

Being your president has been a most 
pleasant undertaking, but not an easy one. 
It would have been impossible to function at 
all without your constant cooperation and 
advice. I trust that the duties of this office 
have been discharged in a way so as not to 
reflect discredit on our profession or on our 
organization, but rather to commend our 
profession and our organization to the citi- 
zens of this commonwealth. 


Opposition to Totalitarianism.—Opposition to to- 
talitarianism is not merely because it attacks man’s 
rights but also because it suppresses his personality. 
Individuality is the kernel of democracy, the biologi- 
cal basis of the struggle for freedom. When we fight 
for individuality we fight on the side of nature. 
Recognition of individuality and all that it implies 
especially concerns us as scientists. Even if science 
were again persecuted and driven under cover, as it 
was in the middle ages, there would still be some 
brave inquiring minds. But science can not flourish 
without freedom of thought and its expression.— 
Albert Francis Blakeslee: Individuality and Science, 
Science 95:7 (January 2) 1942. 
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PSYCHOTHERAPY WITHIN 
PSYCHOSOMATIC MEDICINE 


MAURICE H. GREENHILL, M.D. 
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Some day it may be said that internal med- 
icine and psychiatry started at opposite poles 
and finally arrived at the same conclusion. 
It may then be universally recognized that 
the gastro-enterologist, dealing with peri- 
staltic function and gastric acidity, the neu- 
rophysiologist, fortified with specific knowl- 
edge of the effect of the hypothalamus upon 
gastric function, and the psychiatrist, treat- 
ing a patient who has made a suicidal af- 
tempt after a long history of epigastric pain 
and recurrent depression, have been con- 
cerned with different manifestations of the 
same entity. Today psychosomatic medicine 
is the common meeting ground of psychiatry 
and all the other branches of medicine. To- 
morrow it may be realized that all medicine 
is psychosomatic medicine. There is some 
evidence to show that the trend is in that 
direction. Those medical men who still think 
in terms of the medieval conception of body 
and mind actually have difficulty in perceiv- 
ing the meaning of psychosomatic medicine. 
These are the men who still think in terms 
of “functional” and “organic”, despite the 
evidence culled during the twentieth century 
that no disease is either functional or or- 
ganic, but that all diseases display disturbed 
function, that most produce altered struc- 
ture, and that if in certain instances present 
technical methods cannot demonstrate any 
material change in tissues affected, nothing 
as yet can with finality rule out pathological 
changes in the involved organs. They for- 
get that meningococcus meningitis was at 
one time classified as hysteria. To these men 
the conception of mind differs little from 
that of the priest’s conception of the soul, 
with this difference: To the priest the soul 
is potentially good, the body latently evil; 
while to the physician the body is good, and 
the soul potentially evil, since it tends to 
trick the body and may interfere with the 
physician’s treatment. 

On the other hand, those who realize that 


From the Department of Neuropsychiatry, Duke University 
School of Medicine, Durham. 

Based upon a talk made before the Section on the Practice 
of Medicine, Medical Society of the State of North Carolina, 
Charlotte, May 12, 1942. 
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physiology, structure, and psychological 
function are all facets of the same organism 
are psychosomaticists. Psychosomatic med- 
icine may be defined as that part of medicine 
which deals with the psychiatric component 
of medical disorders and with the medical 
component of psychiatric disturbances. The 
definition of Franz Alexander” that ‘“Psy- 
chosomatic disturbances are the localized 
peripheral manifestations of changes in the 
emotional balance within the total person- 
ality” is too restricted. It neglects the 
changes in the emotional balance resulting 
often from localized peripheral manifesta- 
tions. The scope of psychosomatic medicine 
is indeed very broad. . 


If one studies the literature of recent years 
in psychosomatic medicine, one finds that in- 
vestigators have included the following types 
within this realm of medicine: (1) Those 
medical disorders in individuals who have 
a specific personality make-up. It has been 
shown, for example, that patients with thy- 
rotoxicosis, gastric ulcer, diabetes, obesity, 
coronary disease, essential hypertension, re- 
peated fractures, delirium with cardiac dis- 
ease, and anorexia nervosa have character- 
istic personality patterns which figure prom- 
inently in either the etiology or precipitation 
of the medical disorder. (2) Those medical 
disorders which carry with them a specific 
type of behavior produced by physiological 
and psychological changes during the illness. 
This in turn may influence the medica! dis- 
order. Once a patient has ulcerative colitis, 
thyrotoxicosis, essential hypertension, coro- 
nary disease, hyperparathyroidism, or cardi- 
ac decompensation, he in most instances will 
show during his illness a type of behavior 
which is specific to that particular illness. 
In some instances this behavior is so disturb- 
ing to the organism that the medical dis- 
order may be enhanced. (3) Those medical 
disorders which may leave a characteristic, 
residual psychiatric defect. Lindemann’s 
cases of post-gynecological surgical depres- 
sion are examples of this group. He de- 
scribed) a series of cases in women who, 
following pelvic surgery, developed a partic- 
ular kind of depression. Another group 
of cases which falls into this category is 
made up of those individuals who after long 
debilitating illnesses develop warping of the 


Psychological Aspects of Medicine, Psy- 
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personality which sometimes is so severe as 
to be called a psychosis. These would include 
cases of deafness, blindness, fecal fistulae, 
and severe rheumatoid arthritis. For want 
of a better name, this last type of case might 
be called somatic compliance, indicating that 
the entire personality revolves itself about 
and complies with the somatic disturbance. 
(4) Temporary personality alteration during 
physiological and endocrinological changes. 
For example, at one phase in the menstrual 
cycle most women exhibit some degree of 
tension. Among other conditions in this 
group may be listed diabetes, coronary dis- 
ease, anorexia nervosa, and hyperparathy- 
roidism. According to Albright, one of the 
first indications of hyperparathyroidism may 
be irritability and fatigability. (5) Those 
instances in which changes in the personality 
may effect. physiological, endocrinological, 
and even anatomical changes. Anorexia ner- 
vosa is the best example of this group. The 
young girl with this condition, following her 
poor eating habits, may develop panhypopi- 
tuitarism, embodying first endocrinological 
and later anatomical changes. (6) Those 
medical disorders, the etiology of which 
seems to be predominantly psychiatric and 
which usually show histopathological 
changes. These are often called psychoso- 
matic syndromes. In this group have been 
included mucous colitis, gastric ulcer, neu- 
rodermatitis, rheumatoid arthritis, bronchial 
asthma, migraine, dysmenorrhea, hypereme- 
sis gravidarum, and others. Each of these 
psychosomatic disorders occurs in individ- 
uals with specific psychological characteris- 
tics. The so-called psychosomatic syndrome 
may in turn further influence the psycholog- 
ical characteristics. (7) Almost all medical 
illnesses ; for these and all psychosomatic dis- 
orders may be precipitated by an emotional 
disturbance. The literature corroborates the 
impression of many clinicians that thyro- 
toxicosis, coronary disease, paroxysmal 
auricular tachycardia, ulcerative colitis, 
glaucoma, gout, essential hypertension, dia- 
betes, multiple sclerosis, and lupus erythe- 
matosus are precipitated by emotional up- 
heaval. (8) Certain medical states which 
occur as part of psychoneuroses. Sexual im- 
potence in the male, vaginismus, dysmenor- 
rhea, and abdominal pain are examples of 
this group. Also included would be possible 


3. Albright, F.: Postgraduate Seminar in Endocrinology, 
Harvard Medical School, 1940, 
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altered physiology in hypochondriasis. (9) 
Those conditions in which structural and 
physiological changes are misinterpreted by 
the individual in terms of his psychological 
problems, setting up somatic delusions. 
Acoraphobia secondary to senile pruritus is 
a case in point. 


The Matter of Terminology 


With the many types of disorders enumer- 
ated above involved in the field of psychoso- 
matic medicine, it is obvious that the termi- 
nology applied to this field might make for 
confusion. It is to be understood that psy- 
chosomatic medicine is that part of the 
science of medicine which deals with the psy- 
chiatric component of medical disorders and 
with the medical component of psychiatric 
disturbances. Within this definition fall sev- 
eral types of disturbances which can be 
called psychosomatic disorders. One of these 
groups stands out in the field of psychoso- 
matic medicine by virtue of the obvious im- 
portance of the psychological component, 
and this group has been designated as psy- 
chosomatic syndromes. Such clinical entities 
as bronchial asthma, neurodermatitis, mi- 
graine, and mucous colitis are examples of 
psychosomatic syndromes. ‘Psychosomatic 
disorders”, therefore, include .the several 
sub-groups of disturbances which fall within 
the realm of psychosomatic medicine, where- 
as the term “psychosomatic syndromes’”’ is 
used in reference to one specific sub-group. 


The Psychosomatic Syndromes 


Although physicians for centuries have 
been concerned with the emotional states of 
their patients and have realized that a turbu- 
lent mind often interferes with therapy, de- 
celerates, or completely blocks the return to 
health, sometimes leading even to death, the 
exact manner in which disturbed feelings act 
upon the sick organism has never been 
known. Within the past few years interest 
in the so-called “psychosomatic syndromes” 
has led to a beginning in the understanding 
of the mechanisms involved in the produc- 
tion of histopathological changes by a psy- 
chological disturbance. It may properly be 
stated that most physicians recognize that 
there is a large psychological element pres- 
ent in cases of mucous colitis, gastric ulcer, 
neurodermatitis, rheumatoid arthritis, bron- 
chial asthma, and migraine. Some believe 
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that the psychological state is entirely re- 
sponsible for these diseases; others that the 
psychological state is either secondary or 
contributory in these illnesses. But to both 
groups the psychological element became so 
obvious that certain ones among them were 
compelled to study these entities more in- 
tensively by the psychological approach. Dur- 
ing the past decade a considerable mass of 
literature, mainly the contribution of intern- 
ists and psychiatrists, has appeared on these 
subjects. The field, it may be said, is relative- 
ly embryonic, so that much diversity of opin- 
ion exists; but one finds in perusing the lit- 
erature that certain characteristics of the 
psychosomatic syndromes appear again and 
again. No one has seriously and critically 
reviewed the literature since Flanders Dun- 
bar, and most of the advances in this field 
have occurred since the publication of her 
book, EMOTIONS AND BODILY CHANGES"). A 
critical review of the literature and a syn- 
thesis of the available data at hand would 
show that there is a unanimity of opinion 
on the following characteristics of the psy- 
chosomatic syndromes: (1) These are dis- 
orders of which the etiology seems to be 
predominantly psychiatric, or in the precipi- 
tation of which emotional factors figure the 
most prominently, and which usually show 
histopathological changes. (2) They are 
chronic disorders marked by exacerbations 
and remissions. (3) The exacerbations are 
often produced by emotional disturbances. 
(4) A large proportion of the patients with 
these disorders have a history of neurotic 
symptoms. (5) There is a specific person- 
ality pattern involved in each one of these 
disorders. (6) Tension symptoms are almost 
always present. 


The Mechanism of the Exacerbation 


The patient suffering from one of the psy- 
chosomatic syndromes is an individual with 
a specific personality pattern in whom some 
degree of internal conflict exists. The se- 
verity of the peripheral manifestation is pro- 
portional to the degree of internal conflict. 
In many instances the personality pattern 
is so distorted that character disturbance 
exists. This implies the necessity of long 
and intensive psychotherapy if the psychoso- 
matic syndrome is to be alleviated. 

In the internal conflicts of these patients 


4. Dunbar, H. F.: Emotions and Bodily Changes, ed. 2, Co- 
lumbia University Press, 1938. 
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Fig. 1 
THE PSYCHOLOGICAL DETERMINATION OF NEURODERMATITIS 


(THEORETICAL PSYCHOGENIC BASIS) 
CONFLICT—> GUILT—> SELF-PUNITIVE—> SELF-INFLICTED INJURY TO SKIN 


and/or 
CONFLICT—> GUILT—> SYMBOLICAL REPRESENTATION IN THE SKIN (Blushing) 
(Scratching as Masturbatory Equivalent) 


feelings of inadequacy, aggression, tension, 
and depression are present. Most investiga- 
tors who have studied the personalities of 
these individuals find that they have ten- 
dencies toward a compulsive-obsessive make- 
up, with obsessive ideas of cleanliness, punc- 
tuality, strong conscience, tendency toward 
inflexible ideas, and perfectionism. 

The exact mechanism whereby the exacer- 
bation of somatic disease can be precipitated 
by the internal emotional conflict is as yet 
a matter of speculation. Investigation into 
this mechanism is typified by the studies on 
neurodermatitis. Investigators have been 
divided into two camps regarding the eti- 
ology of this condition. There are on the 
one hand the proponents of the psychological 
determination of the symptom, who contend 
that the dermatological manifestation is a 
symbolic representation of the internal con- 
flict of the individual. This may be repre- 
sented as in figure 1. 

The second group consists of the derma- 
tological school, who either believe that the 
disease occurs in individuals of weak con- 
stitutional endowment who break down in 
fatigue while attempting to compensate for 
that weak endowment”), or who deny en- 
tirely the psychological components”. 

It must be recognized that the psychoso. 
matic syndromes are neither purely psycho- 
logical nor purely medical, but are both psy- 
chological and medical. This is all the more 
evident from the fact that psychological dis- 
turbances are not the only precipitating fac- 
tors in the exacerbations of these diseases. 
For example, with neurodermatitis, aller- 
gens, infection, or trauma as well as an 
emotional disturbance, may produce an ex- 
acerbation. The exacerbation may be repre- 
sented as in figure 2. 


5. (a) Stokes, J. H.: The Personality Factor in Psychoneuro- 
genous Reactions of the Skin, Arch. Dermat, & Syph. 
42:780-796 (Nov.) 1940. 

(b) Becker, S. W., and Obermayer, M. 
tology and Syphilology, Philadelphia, 
Co., 1940, pp. 152-167. 


6. Sulzberger, M. B., and Goodman, J.: The Relative Impor- 


tance of Specific Skin Hypersensitivity in Adult Derma- 
titis, J.A.M.A. 106:1000-1008 (March 21) 1936. 


Recently Greenhill and Finesinger’ have 
shown that depression, feelings of hostility, 
and tension are so universal and striking in 
patients with neurodermatitis that the «ects 
of these emotional states on the organism 
might be more carefully studied and are pos- 
sibly directly related to the exacerbation of 
the lesion. 

If one further considers the possibility 
that the disturbed emotional state of hos- 
tility, tension, and depression in some way 
upsets the organism so as to produce skin 
lesions, the implication is made that these 
disturbed emotions set up a physiological 
disturbance as yet unknown, which therefore 
may be designated as X, which in turn pro- 
duces a pathological disturbance upon the 
end organ, the skin. Why the skin is chosen 
in one instance and the gastro-intestinal 
tract in another is likewise a mystery, and 
it can only be postulated that the weakest 
end organ breaks down first under the stress 
of the disturbed physiology. 

Greenhill and Finesinger have also shown 
that patients with neurodermatitis respond 
with a disturbed emotional state to a prob- 
lem situation involving internal conflict, 
whereas patients in their control group of 
lupus erythematosus cases often responded 
with exacerbations of their dermatitis to a 
disturbed emotional state arising from a 
problem situation in which there were real 
external factors such as loss of position or 
death in the family. By and large the indi- 
vidual with a psychosomatic syndrome re- 
sponds with a somatic disturbance to in- 
ternal psychological conflicts arising from 
some ‘trivial external event, whereas an in- 
dividual with one of the other psychosomatic 
disorders may find himself with strong feel- 
ings of depression and tension, leading to an 
increase in the severity of his illness, as a 
result of difficulty in handling an important, 


7. Greenhill, M. H., 
toms and Emotional Factors in Atopic Dermatitis, Arch. 


Dermat. & Syph. 46:187-200 (Aug.) 1942. 
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Fig. 2 
SOME OF THE PRECIPITATING FACTORS IN NEURODERMATITIS 


PSYCHOTHERAPY—GREENHILL 


EMOTIONAL DISTURBANCE 


TRAUMA-—> NEURODERMATITIS <-INFECTION 


ALLERGEN 


serious, real environmental situation. Be- 
tween these two extremes are found many 


individuals with varying degrees of person- 
ality difficulties who respond with variable 


intensities to precipitating stimuli of greater 
or less importance. The greater the person- 
ality difficulty, the more minute the stimulus 
needed to set off the emotional discharge. 
At one end of the scale is the patient with 
essential hypertension unequivocally on an 
emotional basis. This individual for years 
responds with tension to trivial situations to 
which he could not feel adequate. At the 
opposite pole is the individual who has a 
coronary occlusion at the funeral of his wife. 


In between lie the mass of patients with es- 
sential hypertension and coronary disease 
who respond in different ways to their ill- 
nesses, dependent upon the degree of inte- 
gration of their personality characteristics. 

In general, then, it may be stated that the 
mechanism responsible for the exacerbation, 
the lesion, or the symptom in psychosomatic 
disorders is incompletely known; yet the 
idea has been advanced that the common 
emotional denominator consists of tension 
and depression, which in turn produce a 
physiological disturbance acting upon the 
most inadequate organ system. This may 
be diagramatically shown as follows: 


Fig. 3 
THE PRODUCTION OF SYMPTOMS IN PSYCHOSOMATIC DISORDERS 


PROBLEM SITUATION 


TENSION AND/OR DEPRESSION 


PRODUCTION OF X 


PRODUCTION OF X ON THE MOST INADEQUATE ORGAN SYSTEM 


In one of the psychosomatic syndromes, such as neurodermatitis, all of the precipi- 
tating factors may be displayed in the following manner: 


Fig. 4 
PRECIPITATING FACTORS IN NEURODERMATITIS 


PROBLEM SITUATION 


TENSION AND/OR DEPRESSION 


PRODUCTION OF X 


TRAUMA—> NEURODERMATITIS <—INFECTION 


ALLERGEN 
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And in such an almost purely medical disorder as coronary disease, the following pre- 


cipitating factors may be exhibited: 


Fig. 5 
PRECIPITATING. FACTORS IN CORONARY DISEASE 


PROBLEM SITUATION 


TENSION AND/OR DEPRESSION 


PRODUCTION OF X 


COLD—>CORONARY ATTACK <-OVEREATING 


EXERTION 


Psychotherapy Within Psychosomatic 
Medicine 


If one is oriented to the conception that 
certain diseases are precipitated by environ- 
mental events with an emotional connotation, 
that the psychological states set up in the 
situation are principally those of tension and 
depression, and that the individual’s person- 
ality pattern is relatively specific for the ill- 
ness involved, therapy by the psychological 
approach becomes rational and simplified. 
With many of these disorders, particularly 
in the case of the psychosomatic syndromes, 
the psychotherapeutic approach may be the 
only method of handling the patient’s dis- 
ease. This does not imply that therapy by 
medical methods should not be attempted at 
the same time, for usually the cure is a 
medical one, while the prevention of further 
exacerbation lies with the psychotherapist. 

Psychotherapy within psychosomatic med- 
icine is made up of three phases: (1) the 
handling of precipitating stimuli; (2) the 
handling of the tension state; and (3) the 
handling of the character disturbance. Each 
of these will be discussed in turn. 


1. The Handling of Precipitating Stimuli: 

The stimuli which precipitate the exacer- 
bation of a psychosomatic syndrome are 
usually of the same nature and are peculiar 
to the individual patient. That patient will 
react again and again to the same specific 
stimulus. By observing the patient through 
successive exacerbations or by prompting 
him to discuss what transpired in the en- 
vironment during each past exacerbation, 
the physician is usually able to discover the 
precise stimulus. In the very sensitive indi- 


vidual with multiple psychoneurotic symp- 
toms the stimulus may be nothing more than 
the patient’s feeling that he has been slighted 
by some member of his family. With an- 
other patient the stimulus might be his im- 
pression that he cannot adequately cope with 
his emotional relationships with members of 
the opposite sex. With others any test situ- 
ation may be a stimulus, as for example, in 
the following case. 

Case I: The patient was a 27 year old 
graduate student who had suffered with 
atopic dermatitis periodically since infancy. 
He was the eldest son of a successful and 
wealthy father, and during his entire life he 
had entertained the impression that great 
things were expected of him. The father was 
a high-powered business man who himself 
suffered from essential hypertension and an- 
gina pectoris. He was always forceful, de- 
manding, and exacting with the patient. 
Throughout his life the patient had had 
mixed feelings of respect, hostility, and fear 
directed toward his father. In his boyhood 
he was protected and even pampered by his 
very feminine, passive mother. She died of 
tuberculosis when the patient was 9, and his 
feelings of insecurity became strongly en- 
hanced at that time. Anxiety attacks which 
he later had and difficulties in adjustment to 
women always reverted to his relationship 
with his mother. 

The patient’s psychological conflict had 
always revolved about his desire to be de- 
pendent and protected and his ambition. to 
be strong and independent after the model 
his father set for him. In college he feared 
that he would not measure up to the father’s 
demands, and his conflict placed one test sit- 
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uation after another before him. Before each 
college examination he usually had an ex- 
acerbation of his atopic dermatitis. Later he 
began a psychoanalysis which abruptly term- 
inated when he had an unusually severe at- 
tack of dermatitis brought on by the feeling 
that the analyst was making demands upon 
him which he could not meet and was show- 
ing him how really dependent and passive 
he was. Whenever he could be forceful, 
active, and controlling with a woman, he was 
comfortable, but as soon as he found that 
he was becoming emotionally involved and 
dependent upon her, he would have an ex- 
acer’bation. In graduate schoo) he again had 
a severe attack while writing his Master’s 
thesis for a professor who reminded him of 
his father. 

It is seen that whenever this man with 
neurodermatitis found himself in a situation 
which tested his ability according to the de- 
mands laid down by an exacting father, or 
whenever he found himself in a situation 
of dependency, there occurred tension, de- 
pression, and serious hostility against his 
father, with the resulting formation of le- 
S10ns. 

The following case likewise illustrates the 
specificity of precipitating stimuli. 

Case II: The patient was a 19 year old 
girl who had had mild recurrent attacks of 
atopic dermatitis during childhood, but none 
so severe as to require hospitalization. Be- 
tween the ages of 17 and 19 she had un- 
usually severe attacks of this cutaneous dis- 
ease, three of which required hospitalization. 
The first serious attack was precipitated sev- 
eral weeks after the birth of an illegitimate 
child. It was found that each attack occurred 
when she took a new position as a domestic 
servant taking care of children. Prior to 
the birth of her child she had worked as a 
nursemaid without ill effect. It was found 
that she entertained ideas of hatred toward 
her child because it had made her life so 
unhappy, and that each time she was placed 
in a situation where she had to look after 
children she was reminded of her own strong 
feelings against her child. This caused her 
to feel guilty, depressed, and tense, and 
brought on the neurodermatitis. 

Once the precipitating stimulus is dis- 
covered, the patient should be acquainted 
with it and shown by one example after an- 
other how it has operated in the past. The 
patient will then either avoid that stimulus, 
or if he is forced to meet it will better under- 
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stand it and its reactions upon him and 
therefore will have better control over his 


emotional response to it. This is one aspect 
of psychotherapy within psychosomatic med- 
icine. 

2. The Handling of the Tension State: 


A second phase in the psychotherapy of 
patients with psychosomatic disorders is the 
handling of the tension state. Almost all 
patients with these disorders display some 
manifestation of tension. Unfortunately 
there is not as yet an objective measure of 
tension, so that clinical criteria have to be 
used. The clinical signs and symptoms of 
psychological tension are: restlessness; fa- 
tigability; muscular aching, particularly at 
the nape of the neck and over the shoulders; 
low back pain; insomnia; dyspepsia; con- 
Stipation; constriction of the throat; pruri- 
tus; irritability; and complaints of inability 
to relax. Tension states with their associated 
symptoms occur either in individuals with 
life-long difficulties who feel inadequate to 
almost every situation, and therefore are 
constantly on guard, or in persons involved 
in some type of recent problem which they 
cannot solve. Although both types of ten- 
sion may be present in patients with psy- 
chosomatic disorders, it is with the handling 
of tension states related to recent unsolvable 
situations that we are here concerned. 

The tension state of recent origin results 
from a conflict usually present for no more 
than two or three years. Tension, hostility, 
and depression are all phases of the same 
conflict. An individual] finds himself in a 
difficult situation from which he cannot ex- 
tricate himself. Such a person may act like 
a trapped animal. The man with the impos- 
sible employer who is forced to keep his posi- 
tion because of his financia) obligations to 
a wife and several children reacts to this 
intolerable state with restlessness, constant 
muscular tension, fatigability, depressive 
feelings over his inability to solve the prob- 
lem, and furious hostility against his em- 
ployer, whom he would naturally tend to 
blame for the situation. In all tension states 
hostility is present, as well as some degree 
of depression. The following case is an ex- 
ample of a tension state occurring in an indi- 
vidua] with one of the psychosomatic syn- 
dromes. 

Case III: The patient was an attractive 


woman, aged 32, who had suffered for two 
years almost daily excruciating migraine 
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headaches. Prior to that time she had an 
occasional hemicephalgia associated with 
scintillating scotomata, nausea, and vomit- 
ing. She had been aware for some four years 
that her husband had seemed less interested 
in her and would stay away from home 
almost every night, using his business as an 
excuse. A headache would often follow quar- 
rels with him, but she tolerated the general 
situation very well and was always hopeful 


that eventually her marital problem would 


work itself out. Two years ago she gave birth 
to a son who suffered a birth injury, with a 
resulting hemiplegia. At this the husband 
became even more distant and tried to avoid 
her and the crippled child as much as pos- 
sible. The beginning of the frequent and 
particularly intensive migraine headaches 
dated from the birth of the child. 

It was found that the patient was not as 
concerned about the crippled state of her 
child as she was about her husband’s attitude 
toward it and toward her. She felt that as 
long as the child was there the husband 
might never again be close to her to fulfill 
her conception of marriage and would tend 
to blame her for the child’s injury. Although 
her marital situation was intolerable to her, 
she had the impression that she could never 
make another relationship, because not only 
was she a Catholic, and not only did she feel 
that for the sake of their child, it would not 
be right to divorce her husband, but she also 
had the strong opinion that no other man 
would ever want a woman with a crippled 
child. She was therefore in a situation in 
which she felt trapped. She frequently felt 
depressed, and almost every day she had 
periods of furious internal rage against her 
husband. She was in a constant state of pro- 
nounced tension. 

The first principle in handling a tension 
state within a psychosomatic disorder is to 
allow the patient to give vent to his hostility. 
Permitting such a patient to express his 
problems and his feelings about them over 
as brief a period as an hour’s interview may 
dramatically relieve the tension and the as- 
sociated symptoms. In most instances, if a 
patient with bronchial asthma, neuroderma- 
titis, migraine, or one of the other psychoso- 
matic syndromes is allowed through several 
interviews to ventilate his hostility against 
some individual who is a great concern to 
him, an improvement in the condition is ob- 
served. 
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The second principle in the handling of 
tension states is to give the patient enough 
insight to enable him to act to free himself 
from the situation in which he feels trapped. 
Occasionally the circumstances are such that 
it is impossible for the individual ever to be 
free; but in most instances the person is kept 
from acting only by his own individual prob- 
lems. Such a person may feel so insecure 
within himself that he is fearful of finding 
himself in another situation which he en- 
visions as possibly even worse. Some indi- 
viduals are so dependent upon the person 
who has made the situation difficult for them 
that they are fearful of arousing that per- 
son’s wrath. Sometimes the physician has 
to act on his own authority to bring to the 
attention of the person helping to produce 
the tension state in the patient the real facts 
concerning his role in the patient’s discom- 
fiture. 

In individuals with long-standing psycho- 
neurotic symptoms the tension state is us- 
ually the result of a character disturbance, 
rather than a recent problem situation. 
Nevertheless, these patients can be helped by 
allowing them to ventilate their hostility. 
Within the large field of psychosomatic dis- 
orders most cases of tension states, however, 
revolve about a recent situation which can 
be alleviated, both by allowing the patient to. 
express his hostility and by assisting him in 
taking some action to free himself from the 
conflict. 


3. The Handling of the Character Disturb- 
bance: 

It has been shown that patients with psy- 
chosomatic syndromes have a specific person- 
ality pattern made up of compulsive-obses-: 
sive tendencies, profound feelings of inade- 
quacy, unusual sensitiveness, and psycho- 
neurotic propensities. In most of the other 
psychosomatic disorders and in many of the 
psychosomatic syndromes the release of ten- 
sion and the patient’s recognition of the pre- 
cipitating stimulus su‘fices to give consider- 
able relief. But with many of the cases of 
psychosomatic syndrome these methods are 
not enough, because of the deeply-rooted 
pathological personality problem involved. 
The case then becomes one for intensive psy- 
chotherapy over months’ or even years’ time, 
in which a re-education of the character is 
attempted. These cases usually, therefore, re- 
quire psychoanalytical treatment. 
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The Results of Psychotherapy Within 
Psychosomatic Medicine 


In mild cases of psychosomatic disorders— 
namely, those with very infrequent exacer- 
bations— recognition of the specific precipi- 
tating stimulus and handling of the tension 
state may effect a cure. In general it may 
be said that the greater and more obvious 
the precipitating stimulus, the shallower the 
psychosomatic disorder, and therefore the 
better the prognosis. Such obvious precipi- 
tating stimuli usually imply a recent tension 
state which is far from insolvable. 

These methods will also give some degree 
of relief in moderately severe psychosomatic 
syndromes. If suffering from a moderately 
severe disturbance of this type, the patient 
may not be entirely free of some exacerba- 
tions, but after twenty or thirty hours 
of psychotherapy it is usual for these pa- 
tients to remark that although they still 
have their disease, the symptoms are neither 
as intense nor as prolonged as they were pre- 
viously. 

The patient with the severe personality 
disturbance has a dubious prognosis, even 
after months of therapy. However, since 
occasionally such a patient becomes notice- 
ably improved, it is to be recommended that 
long, intensive psychotherapy be tried in 
severe cases, as the last hope of alleviating 
his suffering. ; 


The Role of the Internist and the 
General Practitioner 


The internist and the general practitioner 
obviously cannot afford twenty or thirty 
hours of discussion with the patient in the 
hope of palliating an illness which has been 
resistant to other forms of treatment. It will 
be profitable, however, for these physicians 
to look briefly for the specific precipitating 
stimulus and the associated tension state. If 
the stimulus is obvious and almost recognized 
by the patient, the psychological component 
in the psychosomatic disturbance is a rela- 
tively mild one, and there is a good chance 
for successful psychotherapeutic handling. 
In such instances it will not be necessary for 
the internist or general] practitioner to refer 
the case to a psychiatrist. This is particu- 
larly true in cases with rare exacerbations 
or in those instances where the psychoso- 
matic disorder occurs for the first time, as 
in thyrotoxicosis or coronary disease. It be- 
comes good preventive medicine for the in- 
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ternist to keep such patients away from sit- 
uations which provoke tension, depression, 
or hostility. Some situations may arouse 
annoyance, impatience, or diffuse “worry” in 
the patient, but the physician must be aware 
that only a set of circumstances upon which 
the patient verbalizes repeatedly with an 
obvious emotional charge and with the vis- 
ible production of depression, tension, and 
resentment is of importance in his illness. 
Furthermore, if the psychological component 
is so complex that it evades the physician’s 
attempts at treatment, at least the under- 
standing of the nature of the psychosomatic 
disturbance will afford him better judgment 
in the handling of the case and will stay him 
from arousing increased tension and depres- 
sion in his patient. For no matter how much 
he may try, no physician can avoid being in 
part a psychiatrist, and good psychiatry is 
often concerned with what not to do as much 
as with what to do. Such an approach will 
allow the physician to treat the whole pa- 
tient, rather than merely a part of the pa- 
tient, and will stamp him as a whole physi- 
cian, rather than as half a doctor. 


The Importance of Rest Periods. Industrial psy- 
chologists have found that the amount of rest and 
the frequency of the periods required for peak effi- 
ciency depends a great deal on the type of work 
being done. It should be carefully planned for each 
sort of job in a plant. In some work a compulsory 
ten-minute rest interval every two hours is best. 
In other types of work, it may be best to allow 
each individual to select his own time to take such 
a short rest period when he feels fatigued. Accord- 
ing to the statement of the Government officials, 
“One scheduled day of rest for the individual, ap- 
proximately every seven, should be a universal and 
invariable rule.” 

This does not mean any shut-down on Sunday. 
Plants and tools should be kept busy all around the 
clock and all around the calendar. But for the in- 
dividual, a 7-day work week is injurious to health, 
to production and to morale, the statement empha- 
sizes. Only in extreme emergencies should either 
workers or supervisors go without the weekly day 
of rest. Then it must be only for a limited time. 

Psychologists would point out that this is even 
more important for the executive who does not need 
to punch a time clock than it is for the routine 
worker. The psychological effects of fatigue are 
insidious and treacherous. Enthusiasm for the war 
program and eagerness to do the job may keep an 
executive at his desk long hours and he may skip 
his weekly game of golf and his Sunday off. For 
a while that speeds the work. But after a while it 
becomes a little more difficult for him to make quick 
and sure decisions. Even more disastrous, against 
his will a sort of staleness may creep into his think- 
ing. No longer is he eager to be at the job. No 
longer is he so sure of success.—Marjorie Van de 
Water: The Importance of Rest Periods, Science 
Supplement 96:7 (August 14) 1942, 
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THE HORMONAL APPROACH TO 
CARCINOMA OF THE PROSTATE 


EDWIN P. ALYEA, M.D. 
and 
A. F. HENDERSON, M.D. 


DURHAM 


PART II: CLINICAL STUDY 


Carcinoma of the prostate is the dread of 
all aging men. Years ago, when life expect- 
ancy in the United States was around 50 
years, carcinoma of the prostate was infre- 
quently encountered. With the improvement 
of national health, the life expectancy 
of men, as recorded by the Metropolitan 
Life Insurance Company, has risen from 
46.6 years in 1911 to 63.4 years in 1941), 
Since this disease is one of old age, it claims 
a greater number of victims today than it 
did thirty years ago. Statistics show that its 
incidence as a cause of death increased from 
0.8 per 100,000 in 1917 to 3.7 in 1928. While 
we cannot say positively that the condition 
is more prevalent today than it was in 1928, 
it is true that far more cases are seen now 
because of the increase in man’s life expec- 
tancy. Pathological study of serial sections 
of the prostate, taken at random from autop- 
sies of men over 50 years of age, showed 
small carcinomatous degeneration to be pres- 
ent in 18 to 21 per cent of the cases”). This 
incidence is much higher than was previous- 
ly suspected. 

Because of the slow, insidious nature of its 
growth, carcinoma of the prostate is usually 
not diagnosed until it has spread fairly ex- 
tensively through the prostate and often out- 
side the capsule to the seminal vesicles and 
surrounding structures. Several factors 
make an early diagnosis difficult: The 
growth usually does not produce urinary 
symptoms until considerable obstruction has 
occurred, and it progresses so slowly—un- 
like the soft adenomatous hypertrophy— 
that it may be a year or more before there 
is sufficient obstruction to produce symp- 
toms. Many prostatic carcinomas start in 
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the posterior lobe—farthest away from the 
urethra. Recent studies have shown that 
they often originate in the lateral lobes. 
The carcinomatous area is frequently 
hidden by an associated benign hyper- 
trophy. Bumpus®) found that in 65 per 
cent of his cases the urinary symptoms were 
mild. In 16 per cent of the cases in Bumpus’ 
series the first symptom was pain referable 
to the metastatic growth. Often x-rays show 
the metastatic lesion in the bone before it 


is suspected. 


Methods Employed in the Treatment of 
Carcinoma of the Prostate 


Because of the difficulty of making an 
early diagnosis, operative cure of carcinoma 
of the prostate is rare. Young, whose radi- 
cal operation offers the only possible cure, 
found it applicable in only 3.4 per cent of 
1,040 cases). The success of the radical op- 
eration depends upon the position and ex- 
tent of the local growth, whether or not it 
is confined to the prostatic capsule, the age 
of the patient, and his general condition and 
ability to withstand a major operation. The 
operation is one of no slight magnitude, and 
in a certain percentage of patients operated 
upon, metastases later occur. Occasionally 
a patient develops urinary incontinence. All 
in all, the percentage of cures by radical op- 
eration for carcinoma of the prostate is very 
small indeed. Nevertheless, our teaching at 
the present time should stress the importance 
of doing an intelligent rectal examination on 
older men, in order to detect early evidence 
of malignancy—that is, a localized hard nod- 
ule in the prostate. Only in this way are 
we going to be able to attain a higher per- 
centage of cures in such cases. 

The treatment of advanced carcinoma of 
the prostate has always had two objectives: 
first, relief of the urinary obstruction, and 
second, relief of the severe nerve pain which 
so commonly follows metastases to the lum- 
bar spine and pelvis. Twenty-five years ago 
Dr. Charles Mayo made this statement: ‘‘No 
matter what you do for carcinoma of the 
prostate, you do the wrong thing.” By this, 
of course, was meant that no matter what 
procedure was carried out, the patient’s mis- 
ery was not relieved until his death. At that 
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time the treatment employed for the relief 
of urinary obstruction in most clinics was 
merely a suprapubic cystotomy. Hence, the 
patient lived a catheter life for the re- 
mainder of his existence, with decreasing 
capacity of his bladder, increasing infection, 
and pyelonephritis. A second method was a 
conservative perineal prostatectomy. This 
made the patient a little more comfortable 
than did the suprapubic cystotomy, but us- 
ually the recurrence of the obstruction re- 
quired repeated and further operative pro- 
cedures for relief. The third method was 
radiation by radium or deep x-ray therapy 
to the prostate. This frequently caused re- 
gression of the tumor and reduced the size 
of the gland. The regression did not last 
long and the obstruction usually re- 
turned, making an operative procedure nec- 
essary. Transurethral resection has since 
revolutionized the treatment of obstruction 
in these cases. It is an operative procedure 
which is not so much dreaded by the patient; 
he is kept in the hospital only a few days, 
and has very little discomfort. The pro- 
cedure carries a mortality rate of around 1 
per cent, and can be repeated as often as 
the recurrent obstruction requires. This is 
one of the greatest advances in surgery dur- 
ing the last forty years. 

Sedation, with increasing dosage, used to 
be the only treatment for the metastatic pain 
occurring in patients with carcinoma of the 
prostate. Finally morphia in large quantities 
was required continually, and the patient us- 
ually became a morphia addict. About 1923 
deep x-ray therapy to the lumbar spine or 
pelvis was instituted, and gave most remark- 
able relief in approximately 75 per cent of 
the cases. Repeated courses were often re- 
quired for control of pain, however, and fre- 
quently this method finally ceased to have 
any effect. Deep x-ray therapy often lowered 
the leukocyte count and caused a good deal 
of nausea and malaise, all of which lowered 
the general resistance. A final resort was 
the intrathecal injection of absolute alcohol, 
or a spinal operation with severance of the 
sensory nerve tracts of the cord. With both 
of these procedures there was the risk of 
causing a motor as well as a sensory paraly- 
sis. 

To summarize, the accepted therapy in 
early carcinoma of the prostate is radical 
operation. For all other cases, transurethral 
prostatic resection for obstructive symptoms, 
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followed by implantation of radium into the 
prostate for further regression of the local 
growth, and deep x-ray therapy for the ame- 
lioration of the metastatic pain has been em- 
ployed. In the last twenty years great steps 
forward have been made in the treatment 
of carcinoma of the prostate, but verhaps 
the next twenty will see even greater prog- 
ress. 


Clinical Results of Treatment of Carcinoma 
of the Prostate by the Hormonal 
Approach 


It is the purpose of this paper to present 
the clinical results of the application of 
the theories discussed in Part I of this 
study®. In brief, these theories are shown 
in figure 1. It is evident that the adult pros- 
tatic epithelium is under the control of hor- 
mones. The androgen activates the prostatic 
epithelium, causing a rise in the acid phos- 
phatase. This rise may be considered an 


~ index of the activation. There is also an in- 


crease in the size of the tumor and in the 
resultant symptoms. Removal of the andro- 
gen, or neutralization of it with estrogen, 
causes inactivation of the adult prostatic 
epithelium and hence a decrease in the acid 
phosphatase. Clinically, there is a decrease 
in the size of the tumor and in the symp- 
toms. 

The original work of Huggins’, referred 
to in Part I of this study’, has been the stim- 
ulus for considerable work and study on 
this subject during the last two years. In 
a recent article, Randall™ recalls that he 
castrated 5 patients seven to ten years ago. 
He finds that none of them were cured of 
their malignant process; 3 died within two 
years, 1 lived three and one-half years, and 
1 is still living six and one-half years after 
orchiectomy, but there is evidence that he 
has metastasis at the present time. These 
cases were not studied carefully from a bio- 
chemical standpoint, but they are neverthe- 
less worthy of note. Munger) in 1941 re- 
ported the results in 56 cases of carcinoma 
of the prostate; of 18 survivors, 10 were 
from a group of 45 who had had trans- 
urethral resection and deep x-ray therapy, 
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Fig. 1. Relationship between adult , prostatic 
epithelium and hormones. 


while 8 were from a group of 11 patients 
who had had this same therapy plus x-ray 
irradiation of the testes. He noted the 
marked difference in the rate of survival in 
these two groups, and stated that the rectal 
examination in the latter group of patients 
showed minimal evidence of carcinoma of 
the prostate. The longest follow-up period 
in his group was seven years. 

During the last two years several clinical 
reports have appeared on the results of cas- 
tration in carcinoma of the prostate®’. Hug- 
gins®®, Herbst®®, Chute®? and Kearns®” 
have reported on stilbestrol therapy, or the 
neutralization instead of withdrawal of the 
androgen, in such cases. The immediate re- 
sults obtained by both methods have been so 
encouraging that castration and stilbestrol, 
one or the other or a combination of the two, 
are now being used almost routinely in cases 
of advanced carcinoma of the prostate. It is 
our opinion that castration should be used 
in all cases of carcinoma of the prostate. In 
early cases, suitable for Young’s radical op- 
eration, there is no reason why both pro- 
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cedures, the radical operation and castration, 
should not be carried out. We must give the 
patient with a malignancy every therapy 
that may be of any help. The most is usually 
too little. 


Results in Seventy-Five Cases Treated 
by Castration 


A year ago we reported our results in 40 
cases of carcinoma of the prostate treated 
by castration. Since making this report, we 
have treated 35 more cases, making a total 
of 75. In 9 cases the operation was per- 
formed more than a year and a half ago, 
and in 31 additional cases more than a year 
has elapsed since castration. Recently we 
have sent out questionnaires to all of these 
patients, and have received a follow-up re- 
port on every one of them. All of them 
either answered our letter or returned to the 
clinic for examination. Most of these pa- 
tients had far advanced carcinoma of the 
prostate. Thirty-nine had metastases to 
bone; thirty-six had no metastases. Six had 
metastases to the lungs. Nineteen had had 
severe pain, requiring hypodermics for re- 
lief. Thirty-five had suffered loss of weight 
and appetite, and were in the advanced 
stages of carcinomatosis; while forty were in 
fairly good general physical condition for 
men of their age. 

Immediate Results: The immediate re- 
sults are quite evident. As we have re- 
ported», in the vast majority of cases the 
emaciated, pain-ridden patient begins imme- 
diately to improve; his appetite picks up, 
and he gains weight. One of our patients 
gained 50 pounds in six months; another, 
40 pounds. Their general improvement is 
astounding, and they tell us that they feel 
better than they have in many years. In this 
whole group there were only 5 patients who 
did not seem to have immediate improve- 
ment. Nesbit®® reported a similar incidence 
of immediate failures. One of the most re- 
markable features is the relief from the se- 
vere pain caused by metastases to the lum- 
bar spine, sacrum, and pelvis. Thirty-two 
patients reported improvement within forty- 
eight hours, and only 4 experienced no 
relief from their metastatic pain after two 
weeks. Many of these patients had been bed- 
ridden for weeks. They were able to get up 
and walk about the wards in a few days and 
to leave the hospital without the use of 
crutches. We admit this sounds very much 
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like the miracles of St. Anne de Beaupre, 
but such experiences are occurring every 
day in the clinics throughout the country 
where this therapy is carried out. 


Later Results and Treatment of Recurrent 
Pain: It is as yet impossible to prophesy 
how permanent will be the relief afforded 
these patients by castration. In this series 
there were recurrences of metastatic pain in 
9 patients within one year after castration, 
and 4 of these occurred within the first six 
months. If the pain recurs, we resort to 
stilbestrol therapy. The theoretical basis for 
this was explained at length in Part I. Stil- 
bestrol neutralizes the androgen which is 
excreted by extragonadal foci. In this series 
stilbestrol relieved recurrent pain in 5 out 
of 6 cases in which it was tried. In all of our 
patients who experienced a recurrence of 
pain, and at the same time began on a gen- 
eral downhill course, there was an active 
growth of the metastatic lesion rather than 
of the local malignancy. The regression of 
the local tumor seems to be permanent, and 
the progression of the malignancy takes 
place rather in the metastases. In 9 cases, 
metastasis to the spine or pelvis has pro- 
gressed and the patients have followed a 
downhill course, but the rectal examination 
shows the prostate still small and, in many 
cases, of almost normal consistency. In 2 
cases which have come to autopsy the pros- 
tate was of normal size. It was impossible 
to say that carcinoma of the prostate was 
present until microscopic sections were ob- 
tained. It is also of interest to note that in 
these 2 cases the acid phosphatase in the 
prostate was below normal, while that in 
the liver tissue, in which the metastatic 
growth had progressed rapidly, was over 
1,000 units per gram. We are not at present 
able to give a satisfactory explanation of this 
phenomenon. 

Effects on Hemorrhage: In our _ series 
there were 6 patients who reported to the 
clinic because of severe hemorrhage, some 
of them having had a suprapubic cystotomy 
to stop the bleeding. In all of these cases 
the bleeding cleared up immediately follow- 
ing castration, and none has had a recur- 
rence. This improvement is accounted for 
by the regression of the tumor in the pros- 
tate, with a loss of the dilated blood vessels 
and ulcerations which accompany these tu- 
mor growths. 


Effects on Obstruction: In most of our 
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cases, we carried out transurethral prostatic 
resections, along with the castration, to re- 
lieve the immediate urinary obstruction. In 
15 cases we did not carry out the resection, 
but simply inserted a retention catheter and 
performed the castration. After a period of 
one to two weeks the catheter was removed, 
and 10 of these patients have been able to 
void and have not needed any further treat- 
ment for their obstruction. It has been noted 
that the urine in castrated patients, which 
usually after transurethral resection remains 
infected for a long time, clears promptly. 
This means that the obstruction has been 
removed and that there is no residual urine. 


There are many other instances to prove 
that withdrawal of the androgen causes di- 
rect regression of the malignant masses. One 
of our patients had a large suprapubic mass 
filling a greater part of the pelvis. Following 
castration this mass receded rapidly and was 
not palpable, when he was under spinal anes- 
thesia, six months later. In 2 patients the 
growth around the trigone and ureteral ori- 
fices was such as to cause obstruction to ure- 
teral flow with renal obstruction and uremia. 
Ureteral catheterization was impossible be- 
cause of this obstruction. One of these pa- 
tients recently reported to another hospital, 
and it was found that his blood urea had 
dropped from 102 mg. per 100 cc. to 40 mg. 
per 100 cc. Unexpected marked general im- 
provement was also noted. In the other pa- 
tient both ureters have subsequently opened 
and drainage into the bladder has again 
been established, with remarkable general 
improvement. His phthalein test shows a 
marked improvement in the secretion curve, 
and the blood urea has dropped from 68 mg. 
per 100 cc. to 30 mg. per 100 cc. Both ure- 
ters are now open and catheters can be 
passed up them. These two cases demon- 
strate the regression of the tumor in the 
trigonal region following castration. 


Effect on Metastatic Lesions: Nesbit’s 2 
cases of transverse myelitis suggest similar 
regression of the tumor'’*’. Both patients had 
complete relief of pain and return of neuro- 
muscular function following orchiectomy. 
One of them had been taking 3 grains of mor- 
phia a day and had complete transverse mye- 
litis. He was free of pain within three days 
following castration. At the end of one week 
he could move his toes, and in two weeks his 
legs. He was practically free of symptoms 
for four months, at the end of which time 
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Fig. 2. X-ray before and after castration. Note bone healing, sclerosing and clearing 
of bone detail in superior ramus of pubis and obturator foramen. 


his symptoms returned. A case has been re- 
ported in which a large mediastinal metasta- 
tic mass disappeared after orchiectomy, and 
in other patients metastatic inguinal nodes 
have disappeared. There is no doubt what- 
ever that both the local and the metastatic 
masses are favorably affected, in the major- 
ity of patients, by castration. 

The changes in the metastatic lesions 
of the bones and lungs are now well 
recognized®®”, The bone lesions show a 
fuzzy, hazy growth with loss of normal can- 
cellous bone anatomy similar to that seen 
in sarcoma. This change is usually most 
clearly visible in the pelvic bone. After cas- 
tration there is an increase in bone defense 
reaction and an accentuation or increased 
density of the bone lesion. The reaction is 
similar to that seen in post-irradiation heal- 
ing. There is smoothing, sclerosing, and 
clarifying of bone detail (fig. 2). We have 
seen this change in many cases; it is the rule 
rather than the exception. In our series 
there were 6 cases of metastasis to the lungs. 
This is a rather high incidence, but we be- 
lieve the reason for this is that we take rou- 
tine x-ray films of the chest on all patients 
with carcinoma of the prostate. Bumpus®? 
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found an incidence of 5 per cent in his series. 
Of the 6 patients with metastasis to the 
lungs, 3 showed a complete disappearance of 
the metastatic nodules within two and one- 
half months after castration. Two of these 
3 patients came to autopsy; microscopic le- 
sions were found in the lungs of one, and 
there were no lesions in the lungs of the 
other. The third patient is still living with 
no metastases. 

Effect of “Prophylactic Castration’: The 
group in which we are really most interested 
is the so-called prophylactic castration group. 
These are the patients with no evidence of 
metastasis or local extension of the tumor 
at the time of castration. There were 28 pa- 
tients in this group; 9 were operated on more 
than a year and a half ago, and 6 additional 
ones more than a year ago. None of these 
so far shows any symptoms or x-ray evidence 
of metastasis. We can, of course, make no 
dogmatic statement or claim as yet, but the 
fact that the 9 patients show no evidence of 
metastasis after a year and a half is en- 
couraging. This is the group that we are 
watching most carefully and with the great- 
est interest. Reports will be made on them 
from time to time. 
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Significance of Serum Acid 
Phosphatase Tests 


It has been our routine practice to make 
alkaline and acid phosphatase tests on all of 
our patients, two before and two after oper- 
ation, and one on each return visit to the 
clinic. The serum acid phosphatase level is 
an indication of the activity of the adult 
prostatic epithelium, and hence of the car- 
cinomatous process’. In this series the se- 
rum acid phosphatase in patients with meta- 
stasis to bone was under 3 King-Armstrong 
units in 12 cases; 3 to 5 units in 11; 5 to 10 
units in 5; and over 10 units in 8. Of the 
patients without metastasis to bone 3 had 
an acid phosphatase over 5 units. If 3 units 
is considered as the limit of normal, the test 
showed positive readings in two-thirds of 
the patients with metastasis to bone. In 2 
cases the acid phosphatase determination 
was of distinct help in differential diagnosis. 
One was a case of tuberculosis of the spine 
with possible tuberculosis of the prostate. 
The rise in acid phosphatase preceded the x- 
ray evidence of metastasis from carcinoma 
of the prostate. The other was a case of car- 
cinoma of the rectum in which a differential 
diagnosis was difficult; a normal acid phos- 
phatase was obtained and later prostatic car- 
cinoma was ruled out. 


Clinical Results with Estrogen Therapy 


Reduction of androgen activity may also 
be accomplished by neutralization with the 
female hormone. The synthetic substance 
used at present is diethylstilbestrol dipropi- 
onate. The theoretical basis for the use of 
the female hormone was discussed in Part 
IS), The results of clinical application have 
borne out the assumption made there. The 
histological cellular changes observed in 
prostatic tissue taken from patients on stil- 
bestrol therapy have been reported by Heckel 
and Kretschmer*, and by Kahle and 
others"*), There is widespread alteration in 
the neoplastic cells, characterized chiefly by 
hydropic degeneration and _ vacuolation. 
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The nuclear changes consist in the progres- 
sive condensation of chromatin, the loss of 
nucleoli, the formation of mitotic figures, and 
pyknosis. The special plasmic changes con- 
sist in the appearance of vacuoles, usually 
located at the base of the cells, so that they 
result in a large, pale-staining vacuolated 
cell. The relation between the total dosage 
of estrogen and the degree of tissue change 
could not be determined. Recently, however, 
we have had opportunity of examining a case 
treated with estrogen in which these above 
findings were not present. This case will be 
reported in detail elsewhere. In 1940 
Herbst" began his study of stilbestrol 
therapy, using 1 mg. by injection three times 
a week. Since then the dosage has gradually 
been increased, and Chute” suggests the 
use of 10 mg. a day for five to ten days, 
and then, if necessary, 1 mg. three times 
a day. It has been our custom to use 1 mg. 
a day to begin with and if that does not 
afford satisfactory improvement and relief, 
to increase the dose to 1 mg. three times a 
day. If necessary, the dose is gradually in- 
creased until we have definite clinical signs 
of improvement, both symptomatic and ob- 
jective. We have given as much as 10 mg. a 
day by hypodermic for two months. The un- 
toward reactions encountered with small 
doses are mild—perhaps a little anorexia or 
nausea, loss of libido and potentia, and slight 
gynecomastia and tender nipples. As the 
dose is increased the reactions, particularly 
the nausea, are apt to become more marked. 
Herbst reported one patient who developed 
purpuric lesions while taking stilbestrol. The 
blood studies were negative and the purpura 
disappeared with the administration of cal- 
cium gluconate. Herbst also reported dimin- 
ution in the urinary output. Nesbit'’®) had 
3 cases of cerebral hemorrhage in a series of 
15 patients treated with stilbestrol, and 
Herbst believes that stilbestrol may cause 
some lessening of tensile strength in the 
blood vessel wall. Chute” reported 2 cases 
of bilateral edema of the lower extremities 
which disappeared when the drug was dis- 
continued. He has treated 27 cases by cas- 
tration plus stilbestrol, and he thinks this 
method affords quicker and more marked 
relief than castration alone. The dose he 
used was 10 mg. a day for ten days, and then 
1 to 3 mg. a day for many months, if neces- 
sary. Kearns has given the drug orally, by 
hypodermic, and by subcutaneous implanta- 
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method. 
Estrogen Therapy vs. Castration 


We feel that stilbestrol therapy should 
not be used at first, but should be kept in 
reserve for cases in which there is recurrence 
of metastatic pain or extension of the tumor 
after castration. There are some who advo- 
cate the administration of estrogen first, 
rather than castration, for the following 
reasons: First, men do not like to lose their 
testes. With this argument we have no pa- 
tience whatsoever. We are dealing with a 
very serious malignant disease and the most 
radical therapy which is at all beneficial 
should be carried out. Second, hot flashes 
sometimes occur after castration. In our 
experience these have been very mild and 
are easily controlled by stilbestrol therapy. 
Third, castration sometimes causes edema 
of the extremities. This condition is evi- 
dently rare. We have not seen it in this 
series of 75 cases. However, even if it does 
occur after castration, it also occurs after 
stilbestrol therapy; 2 such cases were re- 
ported by Chute’), Fourth, some claim that 
an inferiority complex follows castration. In 
our experience this has not been the case. 
All of our patients have felt a marked in- 
crease in well being and have not experienced 
this depression. There are those who claim 
also that stilbestrol therapy is easily admin- 
istered and easily controlled and inexpensive. 
None of these arguments are tolerable when 
one is treating carcinoma. 

Among the reasons why we prefer castra- 
tion to stilbestrol therapy are the following: 
(1) There is a complete removal of the 
genital androgen rather than an uncertain 
neutralizing effect, which cannot be mea- 
sured. (2) The procedure is a simple one, 
done under local anesthesia. (3) The clinical 
relief to the patient and the objective signs 
of reduction of the neoplasm are more 
marked after castration than after stilbestrol 
therapy. We feel that if castration does not 
offer relief, stilbestrol therapy also will be 
of no benefit. However, if stilbestrol ther- 
apy is ineffective, castration may very well 
afford relief. We have had 8 cases in our 
series to substantiate this belief. For these 
reasons, therefore, we prefer in all cases to 
carry out castration first, and, if it is neces- 
sary because of recurrence of the patient’s 
symptoms or the extension of the disease, 
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to administer stilbestrol subsequently. There 
have been only 4 cases in which we have 
used stilbestrol therapy first. In 1 case, the 
patient refused castration. He had a large 
carcinoma of the prostate, with severe meta- 
static pain. He was so relieved by 3 mg. of 
stilbestrol a day that he would not submit 
to castration. However, after three months 
he stopped taking the stilbestrol, went down- 
hill very rapidly, and expired. 

The operative procedures for removal of 
the androgen have been total castration, re- 
moval of the testes but not the epididymes, 
and intracapsular orchiectomy. We have 
used them all and feel very strongly that 
nothing but a total castration should be done. 
In these old men with malignant disease, 
nothing but the eradication of the cancer 
should be considered. Personal objections 
are easily overcome by wise counsel. 


Mortality Rate in the Series of Seventy-Five 
Patients Treated by Castration 


In our series of 75 patients 40 were oper- 
ated upon more than a year ago. Of this 
group 7 or 17.5 per cent died within the 
first year following operation; 3 or 7.5 per 
cent died between twelve to eighteen months 
after operation. Seventy-five per cent are 
still alive—all more than twelve months after 
operation, and many almost two years after 
operation. This is a much lower mortality 
than one would expect in a group of such 
patients. Bumpus®?, in a series of 1000 pa- 
tients seen at the Mayo Clinic, found a mor- 
tality of 66-2/3 per cent within nine months 
from the time of examination in patients 
with metastases, and 58 per cent within a 
year in those with no demonstrable meta- 
stasis. These figures are in marked contrast 
to the mortality rate in our series. 


Advantages of Treatment by Castration 


What has this new therapy, then, to offer 
these most unfortunate patients? Certainly, 
there is a longer life expectancy. Their in- 
creased days are spent more comfortably; 
the severe pain from metastases is relieved 
and the distressing symptoms of recurring 
urinary obstruction and infection are re- 
moved. The patient gains in appetite, weight, 
and general well being. Often, those bed- 
ridden with pain and even paralysis are able 
to walk about again in comfort. This relief 
may be only temporary, but even a few 
months of comfort are worth a great deal 
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to these patients who have so short a time 
left. There are hopes that this therapy, if 
carried out before extension or metastasis 
has occurred, may possibly prevent such a 
spread. Time and careful clinical observation 
alone will prove this. 


Conclusions 


1. Removal of androgen activity by castra- 
tion, irradiation, or neutralization with 
estrogen causes regression of prostatic 
carcinoma. 

2. General clinical improvement in patients 
so treated is almost phenomenal. 

3. Metastatic pain is immediately relieved 
by castration in the vast majority of 
cases. 

4. Regression of both the local and metasta- 
tic growths is quite evident following cas- 
tration. 

5. In a series of 75 patients treated by cas- 
tration a small percentage had a recur- 
rence of metastatic pain within six to 
twelve months. 

6. So far, we have had no evidence of meta- 
stasis in any patient castrated before 
metastasis had occurred. 

7. Serum acid phosphatase may be of help 
in the differential diagnosis of carcinoma 
of the prostate. 

8. Serum acid phosphatase is usually, but 
not necessarily, elevated in cases with 
bone metastasis. It is usually not elevated 
in those with no evident bone metastasis. 

9. We advocate castration first, to be fol- 
lowed later on, if necessary, by stilbestrol 
therapy in cases with recurrence of meta- 
static pain or tumor growth. 


_ Biologic Parasitism.—The financially poor, the 
financially unfortunate appear to have been with 
us throughout recorded history. The common saying 
is: “The poor will always be with us.” Maybe so, 
at least in a relative sense. For there is also pov- 
erty in foresight and poverty in individual endeavor. 
In so far as this is due to poverty in heredity, com- 
mon sense seems to say that, as knowledge grows, 
we must apply new measures to decrease the produc- 
tion of chicks that chirp but can not or will not 
scratch. Unless reason based on understanding 
effectively guides social evolution of tomorrow in 
that direction, I see no escape from the degeneration 
that invariably follows biologic parasitism, except 
the ancient “law of tooth and claw.” The killing of 
millions of pigs for fertilizer, and restricting the 
production of such important foods as wheat and 
corn, all by Federal regulation, do not (in my judg- 
ment) square with our concern for an optimum diet 
of man (the poor included), even in our own land. 
—Carlson, A. J.: Some Obstacles in the Path To- 
wards an Optimum Diet. II, Science 97:412 (May 
7) 1943. 
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OF GOUT 
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Before an attempt is made to evaluate the 
roentgen findings in gout, it is proper that 
the salient factors in the etiology and path- 
ology of this disease be reviewed. 

Gout is a metabolic dyscrasia, the causes 
of which are not properly understood. ‘The 
disease is characterized by periodic attacks 
of joint pain and the constant presence of 
abnormally high blood uric acid levels. The 
upper limit for normal blood uric acid, de- 
termined by the method of Folin and Wu", 
is 4.5 mg. per 100 cc.; by the Jacobson me- 
thod’’ it is 6 mg. per 100 cc. Among the 
theories advanced to explain the presence of 
these higher uric acid levels are the follow- 
ing: (1) that the kidneys of a gouty subject 
are insensitive to urates; (2) that the dis- 
ease is due to an endocrine deficiency; (3) 
that it is neurovegetative in origin. Numer- 
ous other suppositions are to be found in the 
literature. Folin’) advanced the theory that 
uric acid is normally destroyed in the circu. 
lating blood, and that in gouty individuals 
this destruction is lessened, resulting in an 
excessive retention of urates. Folin”) further 
attempted to show that while the kidney 
absorbs and gives off uric acid, it has no 
specialized function of destroying this sub- 
stance. The liver may have the function of 
destroying uric acid, since the removal of 
the liver in dogs results in a rapid accumu- 
lation of uric acid in the blood. Folin also 
attempted to prove that muscle tissue does 
not absorb or destroy uric acid and that, 
while urates do not diffuse into muscle tis- 
sue, cartilage and connective tissue may per- 
mit the slow passage of urates into affected 
sites in gouty subjects. Lennox, however, 
stated that during prolonged starvation the 


From the Roentgenological Service, Station Hospital, Maxton 
Army Air Base. 


1. Folin, 0., and Wu, H.: A System of Blood Analysis, J. 
Biol. Chem. 38:81-110, 1919. 

2. Jacobson, B. M.: The Uric Acid in the Serum of Gouty 
and Non-Gouty Individuals: Its Determination by Folin’s 
Recent Method and Its Significance in the Diagnosis of 
Gout, Ann. Int. Med. 11:1277-1295 (Jan.) 19388. 

8. Folin, O., Berglund, H., and Derick, C.: Urie Acid Prob- 
lem; Experimental Studies on Animals and Man, Including 
Gouty Subjects, J. Biol. Chem. 60:361-471 (June) 1924. 

4 Lennox, W. G.: Increase of Uric Acid in the Blood Dur- 
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blood uric acid concentration in non-gouty 
patients rose sharply from 4 to 7.7 mg. per 
100 ec. It is thought that this increased 
blood uric acid is derived from urates stored 
in muscle tissue. It is interesting to note 
that a high protein diet produces a larger 
excretion of uric acid but reduces the level 
of circulating uric acid below that obtain- 
able on low protein diets. This finding would 
indicate that a gouty individual should be 
placed on a high protein diet. This theory 
is at variance with that of: many writers. 
Lockie and Hubbard"? observed that after a 
prolonged fast blood uric acid increased, and 
that it did not decrease when fats were fed 
after the fast, but that when proteins and 
carbohydrates were administered the blood 
uric acid level was promptly diminished and 
uric acid excretion increased. These authors 
cited 4 cases in which high fat diets produced 
acute attacks of gout. 

From the roentgen standpoint, it is of in- 
terest that these excessive urates are de- 
posited in and around various joints, and 
that it is these deposits which give rise to 
the painful attacks. However, some writers 
(Jacobson®’, Hench, Bauer, Hall and 
White”) state that there is an increased 
blood uric acid in some cases of rheumatoid 
and hypertrophic arthritis, and that the 
arthritic changes in gouty joints may be 
caused by the same toxins which are respon- 
sible for atrophic and hypertrophic arthri- 
tis. This fact makes a definite roentgen diag- 
nosis more difficult. 

Gout has been associated primarily with 
older people. This mistaken impression has 
been held by the layman and, unfortunately, 
by many physicians. The majority of pres- 
ent day writers on this topic state that gout 
occurs only in patients 40 years of age or 
older. This statement is not true. Cohen” 
cited 4 cases in patients between the ages of 
10 and 20; 12 cases in patients between 20 
and 30; and 23 in patients between 30 and 
40. Talbott®), in his series, reported the 
cases of 2 patients in their twenties and 6 
in their thirties. Bartels’® studies include 


5. Lockie, L. M., and Hubbard, R. S.: Gout: Changes in 


Symptoms and Purine Metabolism Produced by High Fat 
Diets in Four Gouty Patients, J. A.M. A. 104:2072-2075 
(June 8) 1935. 

6. Hench, P. S., Bauer, W., Hall, F., and White, P.: The 
Present Status of the Problem of “Rheumatism”: A Re. 
view of Recent American and English Literature on 


“Rheumatism” and Arthritis, Ann, Int, Med, 8:1315 
(April); 1495 (May) 1935. 

- Cohen, A.: Gout, Am. J. M. Sc. 192:488-493 (Oct.) 1936. 
Talbott, J. H., and Coombs, F. S.: Metabolic Studies on 
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4 patients, one of whom was in the thirties. 
Ludwig, Bennett and Bauer“ described a 
severe ankylosing case of gout in a young 
man of 28. Lockie and Hubbard® described 
a case of gout in a boy of 16. It may be true 
that in the majority of cases the initial 
attack of painful gout takes place at 40 or 
thereabouts, but the fact must not be over- 
looked that this disease does occur in younger 
patients. When this point is brought home 
to the practitioners, we may expect a sharp 
increase in the number of positively diag- 
nosed cases of gout. 


Symptoms 


The symptoms are usually constant. Pri- 
marily there is excrutiating joint pain. While 
in the majority of cases this pain is located 
in the first metatarsophalangeal joint, it 
must constantly be borne in mind that other 
joints may be affected. In many cases there 
is a history of periodic attacks of joint pain 
with complete remissions between attacks. 
A careful history will often reveal a heredi- 
tary tendency. Bowers” describes the ob- 
jective signs, when this condition occurs in 
the large toe, as a bluish red swelling over 
a warm bunion area, with shiny skin and 
distended veins. The attack comes on sud- 
denly, and within five hours reaches its max- 
imum peak. This sudden onset is in contrast 
with other arthritic diseases, in which the 
appearance of subjective pain and objective 
signs is far more gradual. Chills and fever 
may be present. A careful history is of ut- 
most importance in making a differential 
diagnosis between gout and other forms of 
arthritis. 


Precipitating Factors 


There is a marked divergence of opinion 
concerning the relation of diet and alcohol 
to acute gouty exacerbations. Hench"*” men- 
tions dietary indiscretion as an activator of 


acute gout. Talbott), Herrick and Tyson"?! 
do not believe that diet or alcohol is a factor 
in the cause or course of the disease. Surgi- 


cal operations have been suggested as a 
cause. — theory has not been entirely con- 


9. Bartels, C.: The Treatment of Gout With a Low-Fat, 
High Carbohydrate Diet, New England J, Med. 220:583- 
586 (April 6) 1989. 

10. Ludwig, A. O., Bennett, G. + and Bauer, W.: Rare 
Manifestation of Gout; Widespread Ankylosis te 
Rheumatoid Arthritis, Ann. Int. Med. 11:1248-1276 (Jan.) 

11. Bowers, J, M.: Gout, Northwest Med, 87:284-288 (Sept.) 
19388. 
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firmed, but the studies of Folin, indicating 
that the disease has its origin in the circu- 
lating blood, are substantiating evidence. 
Certain drugs are considered as aggravators 
of acute gout. Hench”? lists liver extract, 
salyrgan, ergotamine tartrate, vitamin B, 
and decholin as medicinal provocatives. I 
have seen 4 cases of acute gout in physicians 
which were precipitated by the administra- 
tion of sulfonamides. 

The traumatic incident instigating an 
attack of acute gout may be very minor, such 
as the mild stubbing of a toe, a few miles’ 
walk, or, as in one case seen by this writer, 
the rowing of a boat (causing an attack in 
the phalanges of the hand). 


Roentgen Picture 


A certain percentage of cases show no 
joint or bone changes. The roentgenogram 
of the large toe of a patient with acute gout 
may show a hazy appearance of the medial 
half of the first metatarsophalangeal joint. 
This is due to the sharply localized soft tis- 
sue swelling. This finding, in the absence of 
any bone or joint changes, is not sufficient 
to justify a diagnosis of gout. In other forms 
of arthritis the peri-articular swelling covers 
the whole joint. The early joint manifesta- 
tions of gout are one or more sharply 
punched out areas in the subchondral region 
of the affected bone. These may vary in 
size from 1 to 5 mm. The severity of the 
symptoms may not be consistent with the 
degree of bone changes, so that, while the pa- 
tient is undergoing one of several severe 
attacks, the bone changes may be minimal. 
These punched out areas contain mono- 
sodium urates, which are radiolucent, and 
hence give the worm-eaten appearance. In 
many of these cases marginal hypertrophy is 
visualized. This is evidenced by lipping and 
the formation of exostoses. While some 
writers claim that there is bone atrophy be- 
cause of immobilization, it has been my ex- 
perience that the period of immobilization is 
too short to produce decalcification in the 
early stages of the disease. 

Gout is usually monarticular, and in 54 
per cent of the cases begins in the large toe. 
In about 5 per cent of the cases the disease 
is polyarticular. The younger the individual, 
the more apt is the disease to be polyartic- 
ular. As has been previously stated, gout 
may attack any skeletal bone. I have ob- 
served 3 cases in which it affected the os 
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calcis. In 1 case a mistaken diagnosis of 
bone destruction had been made and surgery 
instituted. As the disease progresses, addi- 
tional osteo-arthropathy takes place. The 
joint spaces become narrowed, the articular 
surfaces become ragged, and joints may be- 
come fused. Scott?) denies the presence of 
demonstrable changes when gout attacks a 
major joint. Holmes and Ruggles"), how- 
ever, describe an extreme degree of destruc- 
tion and new bone formation resembling a 
Charcot joint when the disease affects the 
knee. This description is confirmed by Baet- 
jer and Waters". In the advanced stages, 
when articular cartilage has been destroyed, 
we find ankylosis and subluxation of pha- 
langes. At this time there is a decalcification 
of the bony structure. In the case reported 
by Ludwig, Bennett and Bauer", in which 
there was polyarticular’ involvement, 
punched out areas appeared in some bones at 
the same time that more extensive damage 
was taking place in other bones. Pratt” re- 
ported a deposition of urates in peri-articu- 
lar synovial and cartilaginous structures, re- 
sulting in proliferation, fibrosis and ankylo- 
sis. This picture resembles degenerative 
changes seen in other forms of arthritis. 
These hypertrophic changes are _ probably 
secondary. Some writers claim that rheuma- 
toid arthritis and gout occur at the same 
time, producing indistinguishable changes. 
Biopsies of gouty joints presenting severe 
ankylosing deformities have failed to give 
the positive streptococcal agglutination tests. 


Punched out areas may occur in rheuma- 
toid and hypertrophic arthritis. However, 
there is a far more generalized decalcification 
in these diseases, and the history is entirely 
different from that of gout. Other conditions 
which may resemble gout or produce gouty 
changes in bone are syphilis, leprosy, yaws, 
tuberculosis and sarcoid. 


Nephro-lithiasis occurs in a small percent- 


age of gouty subjects, and this manifestation 
should be locked for roentgenologically. 


There have also been reports of cardiac in- 


farction caused by tophaceous emboli; so the 
chest should be studied for pathological alter- 


ations. 
14. Scott, G. and Others: Discussion on the X-Ray Diagnosis 


and Treatment of Osteo-Arthritis, Proc. Roy. Soc. Med. 
26:335-346 (Feb.) 1933. 
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17. Pratt, J. H.: A Study of the Uric Acid in the Blood in 
Gout by the Method of Folin and Denis, Tr, Ass, Am 
Physicians, 28:387-898, 1913, 


Report of Cases 


Four cases are cited here to illustrate 
some of the controversial issues concerning 
gout. 

Case 1. Dr. L. S., aged 47, had his initial 
attack of gout at 28. His blood uric acid 
level was 8.8 mg. per 100 cc. He averaged 
three severe episodes per year. During these 
episodes he had to give up practice and was 
bedridden for periods ranging from ten days 
to six weeks. This patient was a total ab- 
stainer from alcoholic beverages. Both feet, 
the ankle joint, and the knee joint had been 
affected at various times. Roentgenograph- 
ically, there was no evidence of bone or joint 
changes. 

This case demonstrates the fact that severe 
attacks of gout can occur without causing 
changes in the bones and joints. 

Case 2. Dr. J.S., aged 70, had had gouty 
episodes for thirty years, occurring bi-an- 
nually. This patient had been a persistent 
and constant drinker of alcoholic beverages. 
He had never noted any acute exacerbations 
following sprees. He was not on a restricted 
diet. Following an attack of cellulitis, this 
patient was given large doses of sulfanila- 
mide. He promptly developed an acute attack 
of gout. Colchicine was administered with 
prompt relief. Sulfanilamide was withheld 
for one week and then resumed, and the pa- 
tient again came down with an acute attack 
of gout. Over a period of thirty years his 
attacks were not particularly severe, at no 
time keeping him from work. Colchicine al- 
ways gave prompt relief. Roentgen examin- 
ation revealed two punched out areas in the 
left os calcis, cartilaginous destruction, mar- 
ginal lipping, narrowed joint spaces, and 
partial ankylosis of the interphalangeal 
joints of the right hand. 

This case illustrates gout with mild attacks 
and severe bone changes. 


Case 8. Dr. H. H., aged 55, had had gout 
for eighteen years. His blood uric acid level 
was 7.6 mg. per 100 cc. He had been a per- 
sistent and constant drinker of alcohol for 
twenty-five years. He had episodes of moder- 
ate severity semi-annually. The regions af- 
fected were the ankle bones and large toe. 
He was on no special diet, and had never 
noted an acute attack following drinking. 
X-ray examination showed no evidence of 
bone or joint changes. 
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In this case alcoho] and diet were dis- 
claimed as activators of acute gout. In spite 
of two moderately severe attacks yearly, 
there were no bone or joint manifestations. 

Case 4. Dr. K.S. had his first attack of 
gout at the age of 42. He obtained prompt 
relief from colchicine. His blood uric acid 
level was 6.7 mg. per 100 cc. This patient 
had been a moderate drinker of alcoholic 
beverages and had been on no special diet. 
About nine months following his initial at- 
tack of acute gout he developed an acute 
urethritis. Sulfanilamide was administered, 
and within forty-eight hours he had an acute 
attack of gout. Sulfanilamide was withdrawn 
and colchicine administered, with prompt re- 
lief. Reinstitution of sulfanilamide ten days 
later again provoked an acute attack of gout. 
This patient had three episodes in three 
years—the original attack and the two fol- 
lowing sulfanilamide medication. Since then 
there had been no attacks. The only roent- 
gen manifestation was one small punched 
out area in the head of the first metatarsal. 

In this case alcohol and diet apparently 
bore no relationship to the attacks. The 
punched out area noted in this case was pres- 
ent prior to the first episode, for a roentgen- 
ogram taken at the time of his first acute 
attack showed this radiolucent area. This 
suggests that bone changes probably take 
place in some cases prior to the initial attack 
of acute gout. 


Conclusions 


1. It is important that an early diagnosis 
of gout be made so that the patient may 
obtain relief with colchicine. 

2. The roentgen picture of gout maj be 
confused with that of rheumatoid and hyper- 
trophic arthritis. The history is of utmost 
importance. 

3. Gout occurs in young people. 

4. Roentgen changes are not consistent 
with the duration or severity of the disease. 

5. A major bone may show destructive 
roentgen manifestations in gout. 

6. I do not believe that alcohol or any 
special diet alters the course or symptoms 
of gout. 

7. In addition to drugs previously enum- 
erated by Hench and others, the sulfonamide 
group must be considered as possible excit- 
ing agents. ; 

8. Renal lithiasis and cardiac infarcts 
may be present in some cases. 


| 
4 
} 
4 


June, 1943 


North Carolina Medical Journal 


Owned and Published by 
The Medical Society of the State of North Carolina, 


under the direction of its Editorial Board. 


EDITORIAL BOARD 

Wingate M. Johnson, M.D., Winston-Salem 
Editor. 

Miss Catherine Johnson, Winston-Salem 
Assistant Editor. 

Roscoe D. MeMillan, M.D., Red Springs 
Business Manager. 

Paul P. McCain, M.D., Sanatorium, Chairman. 

W. Reece Berryhill, M.D., Chapel Hill. 

Coy C. Carpenter, M.D., Winston-Salem. 

Frederic M. Hanes, M.D., Durham. 

Paul H. Ringer, M.D., Asheville. 

Hubert A. Royster, M.D., Raleigh. 


Address manuscripts and communications regarding 
editorial matter to the 
NORTH CAROLINA MEDICAL JOURNAL 
300 South Hawthorne Road, Winston-Salem, N. C. 
Questions relating to subscription rates, advertising, 
etc., should be addressed to the Business Manager, 


Red Springs, N. C. 


All advertisements are accepted subject to the ap- 
proval of the Council on Pharmacy and Chemistry 
of the American Medical Association. 

Annual subscription $3.00 Single copies 30c 


Publication office: Penry-Aitchison Printing Co., 118 
West Third Street, Winston-Salem, N. C. 


June, 1943 


THE NINETIETH ANNUAL SESSION 


The attendance on the ninetieth annual 
session of the state society was much larger 
than was anticipated by the most optimistic. 
The total registration was 735, exceeding 
last year’s by a good margin. There are at 
least two reasons for the full attendance: 
(1) the strain of practice has been so great 
that every one who could get away was glad 
of the opportunity to relax; and (2) the ex- 
cellent programs prepared both in the sec- 
tion meetings and in the general sessions 
offered a strong inducement. 

Dr. Donnell Cobb made an admirable pre- 
siding officer, and both his addresses—to the 
House of Delegates and to the first General 
Session — were noteworthy. Each showed 
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careful preparation and much serious 
thought, and amply justified his selection as 
leader of the State Society. The Presidential 
Address occupies first place in this issue of 
the NoRTH CAROLINA MEDICAL JOURNAL, and 
deserves careful reading. The message to 
the House of Delegates will appear in the 
Transactions number. 

As was the case last year, the Nominating 
Committee had little difficulty in making up 
its collective mind, and its report met with 
general satisfaction. The new officers are as 
follows: President-Elect, Dr. Paul F. Whit- 
aker; First Vice President, Dr. Fred C. 
Hubbard; Second Vice President, Dr. George 
L. Carrington; Secretary-Treasurer, Dr. 
Roscoe D. McMillan. The following men were 
elected as District Councilors: First District, 
Dr. H. D. Walker; Second District, Dr. T. 
Leslie Lee; Third District, Dr. James F. 
Robertson; Fourth District, Dr. Newsom P. 
Battle; Fifth District, Dr. F. L. Knight; 
Sixth District, Dr. M. D. Hill; Seventh Dis- 
trict, Dr. R. M. King; Eighth District, Dr. 
M. D. Bonner; Ninth District, Dr. I. E. 
Shafer; Tenth District, Dr. C. C. Orr. 

The selection of Dr. Paul Whitaker met 
with universal approval. Everyone seems to 
feel that our society will continue to have 
an unbroken succession of capable leadership 
for two more years, at least. 

The meeting of the House of Delegates 
was one of the most harmonious on record. 
Few controversial] subjects were introduced, 
and most committee reports were accepted 
without objection. Every important recom- 
mendation of President Cobb was adopted 
without debate. Even the proposal to raise 
the annual dues from eight to ten dollars 
evoked little discussion. It was generally 
recognized that such an increase is needed 
to offset the loss of revenue from the third 
of our membership whose dues are remitted 
while they are in service. 

The addresses of the visiting speakers, as 
well as those of our own members, were of 
a high order. The attendance on the general 
sessions and on section meetings was sur- 
prisingly good, and the discussion of many of 
the papers was interesting and helpful. 

The ninetieth session will go down as one 
of the most harmonious and successful in the 
history of our State Medical Society. 


AL 


THE NATIONAL PHYSICIANS’ 
COMMITTEE APPROVED 

For years one of the chief criticisms 
leveled at the leaders of the American Medi- 
cal Association was that nothing was being 
done to combat the constant threat to the 
American system of medical practice. The 
rank and file of practitioners who were in- 
terested enough to resent the efforts of social 
service workers and politicians to have the 
federal government take over the practice of 
medicine demanded that something be done. 
In response to this justifiable demand and 
to meet a real need, the National Physicians’ 
Committee was organized late in 1939. This 
body has been active ever since its organi- 
zation in fighting the battles of the medical 
men of America. 

With the natural tendency of the scientist 
to question every new step taken, many med- 
ical men have been skeptical of the value of 
such an organization. Some even looked upon 
it as a sort of racket, even though its found- 
ers included many former presidents of the 
American Medical Association—men whose 
integrity, ability, and judgment were un- 
questionable. Within a short time, however, 
this committee amply justified its exist- 
ence"). Its most impressive achievement was 
reflected in the results of the national elec- 
tions last November. 

At its last meeting, the House of Delegates 
of the American Medical Association voted 
to give its official approval to the National 
Physicians’ Committee. It is gratifying to 
know that the Medical Society of the State 
of North Carolina has followed in the foot- 
steps of the parent organization. One of 
President Cobb’s major recommendations 


reads as follows: 

“The National Physicians’ Committee con- 
tinues its excellent work. Its officers and 
directors are recognized and safe leaders 
in our profession and it is, therefore, recom- 
mended that this House of Delegates give it 
the official approval of our Society.” 

This resolution was passed unanimously, 
and the National Physicians’ Committee gets 


another encouraging pat on the back. 


1. Is the National Physicians Committee Worth While? Edi- 
torial, North Carolina M. J. 8:648 (Dec.) 1942. 


NORTH CAROLINA MEDICAL JOURNAL June, 1943 


EDITORIAL NOTES 


The Officers’ Breakfast, inaugurated last 
year by Secretary Roscoe McMillan, was 
even more successful this year than last. 
There was a gratifyingly large attendance, 
and the exchange of ideas among secretaries 
and presidents of the county societies was 
valuable. It is hoped that the principal ad- 
dresses will be carried soon in this journal, 
for the benefit of the entire membership of 


the society. 
* * 

The President’s Dinner, with Dr. Paul 
Ringer as toastmaster, was an overwhelming 
success. Every available seat was taken, and 
many more tickets could have been sold. Dr. 
Spence lived up to his reputation as a hu- 
morous speaker, and Wallace the Magician 
put on an entertaining and mystifying per- 
formance. Ye editor, who assisted in one 
trick wherein he selected a lemon from a 
saucerful and, after keeping it in his pocket 
awhile, cut it open and found in it a dollar 
bill, still regrets that he did not save the 
seed. 

* * * 

An innovation that was favorably com- 
mented upon was the presentation of the 
President’s Jewel at the dinner, rather than 
at the first general session. It was a happy 
thought that inspired Dr. James Vernon to 
hand the jewel to Dr. W. H. Cobb, who in 
turn presented it to his son. This caused 
some to wonder whether ever before in the 
history of our society a member has seen his 
son serve as president. Can any of our his- 
torically minded members answer the ques- 
tion? 

* * * 

The sympathy of all went to Secretary Mc- 
Millan, whose mother was critically ill 
throughout the entire meeting. He literally 
commuted between Raleigh and Red Springs. 


The end came a few days after the meeting. 
* * 


There were a goodly number of friends 
and well-wishers who stayed to see Dr. Ver- 
non installed as President and Dr. Whitaker 
presented as President-Elect; but none nor 
all of these could make up to Dr. Vernon for 
the absence of his wife, who was sick at 
home. Fortunately her illness was not seri- 
ous, but it prevented her from seeing her 
husband inaugurated. Let us hope that she 
may be able to go with him in his travels 
during the coming year. 
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PRESIDENT COBB’S MESSAGE 

In his thoughtful and clearcut message to 
the House of Delegates, President Cobb of- 
fered the following recommendations: 

1. That an effort be made to bring about 
the amalgamation of the professional non- 
profit insurance organizations in this state. 

2. That the National Physicians’ Com- 
mittee be given the official approval of our 
Society. 

3. That annual dues be raised from eight 
to ten dollars. 


4. That the Secretary of the Society be 
made an ex-officio delegate to the American 
Medical Association, and “that we do not 
elect our delegates to the American Medical 
Association with the thought of honorary 
temporary service, but that we elect them 
with the thought of being able to represent 
us to the successful accomplishment of our 
aims.” 

5. That the Editorial Board of the NORTH 
CAROLINA MEDICAL JOURNAL be requested 
to place the table of contents on the cover. 


6. That we begin to consider the advis- 
ability of having a whole-time secretary. 

7. That we take official cognizance of the 
effort being made by the government to alter 
the practice of medicine, and recognize it as 
our duty to assist in guiding any needed 
changes. 

8. That we instruct our delegates to the 
American Medical Association to support 
any effort “to make available in our national 
capital, at all times, intelligent, courageous, 
courteous, and authorized representatives of 
American Medicine, to the end that these 
authorized representatives offer counsel and 
provide accurate information to those in 
whom constitutional authority is vested.” 

The full text of the message will be pub- 
lished with the Transactions in August, but 
it was felt that the recommendations are so 
important that they should be brought to the 
attention of all members of the Society at 
once. Some of them need no comment, but 
it may be pertinent to discuss the others. 

To make the secretary of the society a 
delegate to the American Medical Associa- 
tion is in line with the policy of most other 
states. Certainly no member of the society 
needs contact with the parent organization 
more, or is better prepared to carry to the 
national organization the sentiment of the 
members of our own state society. 
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It is only logical, too, that a delegate who 
has served a number of terms understands 
better the workings of the House, is better 
known, and hence is better able to render 
real service to organized medicine and to 
protect the interests of North Carolina doc- 
tors. 

The suggestion of putting the contents on 
the front cover of the NORTH CAROLINA MED- 
ICAL JOURNAL had been offered by a number 
of members, and has been carefully consid- 
ered by the Editorial Board. There are some 
who prefer the cover as it is now, and there 
are two reasons for not making the change 
—for the duration, at least. One is that in 
order for it to look well, a heavier cover 
would be needed. This would add consider- 
ably to the cost of publication, and would 
also be in conflict with the governmental re- 
quest to conserve paper so far as possible. 
Another reason is that advertising pages 
opposite reading matter bring a premium, 
and the table of contents is considered read- 
ing matter. 

The recommendation to employ a whole- 
time secretary, President Cobb took pains to 
explain, is no reflection on the present sec- 
retary; but “because it would be extremely 
difficult, if not impossible, to fill his office 
when he retires with anyone on a part-time 
basis, nearly so efficient, it behooves us to 
entertain the idea of making this a full-time 
position.” 

The importance of the seventh recommen- 
dation is quite apparent, and it should re- 
ceive the attention of all thoughtful medical 
men. 

The eighth recommendation is one that 
has been made a number of times from all 
parts of the country to the National Physi- 
cians’ Committee. It has been considered 
carefully by the trustees of this committee, 
and will be given further thought. The need 
has been partly met, although not to the ex- 
tent contemplated by President Cobb. 

It is doubtful.if any president of our so- 
ciety ever offered more important and far- 
reaching recommendations than has Dr. 
Cobb. Let us all reflect upon them and do 
our best to give his successor, Dr. James W. 
Vernon, as loyal support and cooperation as 
he has had. 
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CASE REPORTS 


CLINICO-PATHOLOGICAL 
CONFERENCE 


DUKE UNIVERSITY SCHOOL OF MEDICINE 
Presentation of Case 


Dr. FREDERIC M. HANES: The history is 
that of a man of 40 who was admitted com- 
plaining of weakness and high blood pres- 
sure of one year’s duration. The only con- 
tributory fact given in the family and past 
histories is that he had a bladder stone re- 
moved by operation eighteen years ago. 
There is no history of venereal disease. 

Present Illness. This 40 year old, white, 
married male stated that he was well until 
approximately twelve months ago, at which 
time he began noticing fatigability, weak- 
ness and nervousness with occasional nose 
bleeds and headaches. His family physician 
told him that he had high blood pressure and 
albumin in his urine. He was given a variety 
of medications and was able to return to 
work for short intervals. The symptoms of 
weakness and fatigability persisted and he 
gradually developed mild exertional dyspnea, 
palpitation and amblyopia. During the past 
four months he had been told that he had 
constant albuminuria and that he was an- 
emic. There is no history of edema, hema- 
turia, or previous upper respiratory infec- 
tion. In the past three months he had had 
nausea and vomiting and had noted occa- 
sional muscular twitchings. 

Physical examination. The temperature 
was 37 C., the pulse 88, respirations 18, and 
blood pressure 170 systolic, 98 diastolic. The 
patient was a well developed, middle aged 
male in no acute distress who did not appear 
particularly ill. The skin was sallow and 
dry; there was no eruption. The lymph 
nodes were not enlarged. The head was sym- 
metrical and without tenderness. The pupils 
were round, regular, and equal and reacted 
to light and on accommodation. The fundi 
revealed moderate tortuosity and silvering 
and streaking of the retinal vessels, but no 
hemorrhages or exudates. There was poor 
oral hygiene. The tonsils were small; the 
pharynx was reddened. The thyroid was not 
enlarged. The trachea was in the midline. 
The lungs were clear to percussion and aus- 
cultation. The heart was enlarged to the 
left, the point of maximum impulse being 
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914 em. from the midsternal line in the fifth 
interspace. There was a diffuse apical im- 
pulse, and a loud systolic murmur was heard 
over the entire precordium. There was a 
midline suprapubic scar; no abdominal ten- 
derness was noted and no masses could be 
felt. The prostate was not enlarged. The 
neurological examination was essentially 
normal. 

This patient was studied with the greatest 
interest by the house staff, because for forty 
days of observation he exhibited clinical evi- 
dences of almost complete loss of kidney 
function. These studies will be considered in 
a moment, but first we must meet the path- 
ologist’s demands for an anatomical diagno- 
sis. 

The etiological data are scanty, but I lay 
some stress upon the history of an operation 
for bladder stone eighteen years ago. This 
suggests that he may have suffered in the 
past from obstruction of the ureters and 
pyelonephritis. During his stay here the 
urine was found constantly to contain an 
abundance of white blood cells. 


The alternative to this diagnosis is glom- 
erulo-nephritis, and I lean to pyelonephritis 
because this patient did not have the ocular 
fundus changes that one would expect with 
severe glomerular damage, nor did he ex- 
hibit at any time a “nephritic stare” or 
proptosis™’. I hope it is not paternal interest 
alone that impels me to lay some stress upon 
this latter point; at any rate I gladly put it 
to the test, as I have done so often before 
in these conferences, usually without regret! 

The accessory clinical findings are remark- 
able: The specific gravity of the urine re- 
mained fixed at 1.010, and albumin and 
white cells were constantly present; there 
were no red blood cells and no casts. 

The hemoglobin was 6.4 Gm., or 41 per 
cent of 15.5 Gm.; there were 1,900,000 red 
blood cells, with a color index of 1.2, a 
hematocrit reading of 17 volume per cent, 
and a mean corpuscular volume of 87. There 
were 8000 white blood cells; the differential 
count was not remarkable. The platelet count 
was 200,000, and the sedimentation rate was 
10 mm. per hour (corrected). Fresh smears 
were not remarkable. The blood Wasser- 
mann and Kahn tests were negative. 

During the forty day period of observa- 


1. Hanes, F. M.: Two Clinically Useful Signs. (1) The 
Whistle-Smile Reflex in the Parkinsonian Syndrome. (2) 
The ‘‘Nephritic Stare’? in Chronic Nephritis, J.A.M.A. 121: 
1152-58 (April 8) 1943. 
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tion the nonprotein nitrogen varied from 238 
to 375 mg. per 100 cc. The phenolsulfonph- 
thalein test revealed no excretion at all of the 
dye on several occasions. The total proteins 
were 6.4 Gm. per 100 cc.; albumin was 4.4 
and globulin 2 Gm. per 100 cc. 

The average serum calcium (seven deter- 
minations) was 4.8, and the phosphorus 11.2 
mg. per 100 cc.—the reverse of the normal 
ratio—, and the ionized calcium ranged from 
1.6 to 2.4 mg. per 100 cc. When the ionized, 
or physiologically active calcium is less than 
3 mg. per 100 cc. tetany ensues, and this 
patient had active tetany on several occa- 
sions, which was relieved by large doses of 
calcium gluconate given intravenously. In 
passing, it should be noted that the convul- 
sive phenomena of uremia may be due to 
hypocalcemic tetany. Phosphorus is ex- 
creted largely by the kidneys, and when it 
is retained in the blood because of poor ex- 
cretion it is excreted in part by the bowel, 
with resulting hypocalcemia and tetany. 

However, when either calcium or phos- 
phorus rises abnormally in the blood, a col- 
loidal complex is formed which is removed 
from the blood by the reticulo-endothelial 
cells. These cells store it and return these 
elements as they are required to maintain the 
jealously guarded proportion between plas- 
ma calcium and phosphorus”. 

The blood pressure, which was 170 over 
90 on admission, fell to an average of 135 
over 70, where it remained throughout his 
stay in the hospital. The heart was only 
slightly enlarged, and the electrocardiogram 
showed only left axis deviation. The patient 
was not in cardiac failure, and this fact leads 
one to speculation as to the absence of hy- 
-pertension. Could it be that so little func- 
tioning kidney remained that the kidney was 
powerless to furnish a pressor substance to 
the blood? 

During the last few days of his illness the 
patient was stuporous, and had a fever, 
doubtless due to some terminal infection, 
though the notes do not permit me to say 
what this might have been. 


Discussion 


Dr. KEMPNER: Dr. Hanes has given you 
the story of this case of kidney disease, from 
the operation for bladder stones eighteen 


2, Gersh, I.: The Fate of Colloidal Calcium Phosphate in 
the Dog, Am. J. Physiol. 121:589-94 (March) 1938. 
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years ago to the terminal renal breakdown. 
It is a story of lost opportunities. When the 
patient finally came to the hospital the chem- 
ical functions of the kidneys had ceased, 
and, if Dr. Hanes’s prediction is correct, his 
kidney parenchyma had been almost com- 
pletely destroyed. This patient “without” 
kidneys could furnish the basis for a discus- 
sion of the whole clinical physiology of kid- 
ney disease. I want to draw your attention 
to only two points today. 

1. Dr. Arthur Grollman has told you re- 
cently that hypertension should be regarded 
as being due to the absence of an anti-pressor 
substance which, he believes, is formed by 
the normal kidney, just as the high blood 
sugar in diabetes mellitus is due to the ab- 
sence of insulin which is formed by the nor- 
mal pancreas. According to this theory, our 
patient “without” kidneys should have had 
a very high blood pressure, but except for a 
blood pressure of 170 systolic, 98 diastolic on 
admission, and a systolic blood pressure 
ranging between 160 and 185 during the last 
four days of his life, the average of frequent 
daily blood pressure readings during the re- 
maining twenty-seven hospital days was 
134 systolic, 73 diastolic, although the 
phenolsulfonphthalein excretion at this time 
was recorded as zero, and the nonprotein 
nitrogen averaged 268 mg. per 100 cc. 

On the other hand, I believe that a blood 
pressure raising substance, the production of 
which depends upon the activity of the kid- 
ney cells under pathological conditions, 
causes hypertension, and I would explain the 
absence of hypertension in this patient by 
the assumption that there was only a mini- 
mal amount of physiologically active kidney 
tissue left. 

2. This patient up to his death excreted 
an adequate amount of urine, averaging in 
the last twenty days of his life 1664 ce. 
daily; and his urinary nitrogen and urea 
excretion in this period were considerably 
higher than we have frequently found them 
to be in nephritic patients with a normal 
nonprotein nitrogen. 

This point is illustrated in the following 
table. Patient “B”, a chronic nephritic with 
hypertension, received the same diet, consist- 
ing chiefly of carbohydrates, as did the pa- 
tient under discussion in this conference. 
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Total urine excretion in 


Blood NPN 24 hours 
mg.per Volume Nitrogen Urea 
100 ce. ce. Gm. Gm. 
Patient A 300 2150 7.9 11.9 
(under discussion) 
Patient B 24 1250 2.8 3.2 
(chronic nephritis; 
hypertension) 


These figures illustrate again a _ point 
which I have made in previous papers): 
that the high blood nonprotein nitrogen is 
not necessarily due to a decreased excretion 
of urea through the kidneys, ‘but may be due 
to a surplus formation of urea. This surplus 
urea is formed from amino acids by the liver 
whenever there is an impairment of the 
chemical functions of the kidney cells. Nor- 
mally the kidney cells participate to a great 
extent in the metabolism of amino acids, 
converting them into ammonia, which is 
more easily excreted in the urine than is 
urea. 

38. Kempner, W.: Verminderter Sauerstoffdruck in der Niere 
als Ursache der “reversiblen’’ uraemischen Acidose, Klin. 

Wehnschr, 17:971-73 (July 9) 19388. 


4. Kempner, W.: The Role of Oxygen Tension in Biological 
Oxidations, Cold Spring Harbor Symposia 7: 269, 1939. 


Fig. 1. Photograph of the halves of one kidney, showing the cut surface and the ex- 
terior, with the capsule stripped away. 
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Anatomical Discussion 


Dr. DOUGLAS H. SPRUNT: At autopsy the 
abdominal cavity contained 1000 cc. of clear 
fluid. The heart was hypertrophied, weigh- 
ing 375 Gm. Some yellow areas, which mi- 
croscopically were seen to be fat, were pres- 
ent in the myocardium. 

The kidneys were about normal in size but 
weighed only 70 Gm. each. On section the 
kidneys, as shown in the illustration, were 
only shells, with greatly dilated pelves. The 
cortex was quite irregular and several yellow 
nodules were seen. In microscopic sections of 
the kidney only a few glomeruli were found, 
and all of these were damaged, showing all 
stages of necrosis, scarring and hyaliniza- 
tion. There was also extensive round cell 
infiltration, particularly just beneath the 
capsule. The larger and middle sized arteries 
were extensively sclerosed; the arterioles, 
however, showed only a slight amount of 
sclerosis. The tubules were dilated and fre- 
quently filled with a dense, laminated, eosin 
staining material. A microscopic prepara- 
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tion of one of the yellow nodules showed con- 
siderable scarring, but much of this tissue 
was composed of hypertrophied and dilated 
tubules which contained much fat in the 
cytoplasm of the cells. Many of the tubules 
were plugged with polymorphonuclear leuk- 
ocytes and gram-negative rods. There was 
also considerable polymorphonuclear re- 
‘ action in the interstitial tissue, with some 
abscesses. 

The ureters were dilated and showed a 
large amount of ureteritis cystica. The ure- 
ters were dilated both above and below the 
area of ureteritis, so this cannot be consid- 
ered as a cause of obstruction, but rather as 
the result of an old inflammatory reaction, 
probably occurring at the time of the ob- 
struction. The bladder was moderately di- 
lated and slightly hypertrophied. It was in 
no sense a cord bladder. No obstruction was 
found in the urethra. Microscopic prepara- 
tions of the bladder showed the epithelial 
lining to be replaced by a loose fibrous tissue 
in which were numerous focal accumulations 
of small round cells. 


The parathyroids neither grossly nor mi- 
croscopically showed any hyperplasia. The 
bone marrow was found to be largely fat. 


The meninges were infiltrated with poly- 
morphonuclear leukocytes and macrophages. 
A large number of gram-negative rods were 
seen. 

The lungs were edematous and there were 
a few macrophages, some of which contained 
iron pigment. Fibrin and gram-positive cocci 
were found. There was no chronic passive 
congestion and the other organs were essen- 
tially negative. 

Bacteriological Report: The urine con- 
tained Staphylococcus aureus and atypical 
gram-negative rods which were non-motile 
and encapsulated. They fermented dextrose 
and mannite with the production of acid, and 
failed to ferment lactose or sucrose. There 
was no indole production and no production 
of alkalinity in milk. The gram-negative rods 
in the urine failed to agglutinate with the 
antisera of Shigella dysenteriae, Flexner or 
Eberthella typhi; there was no quellung re- 
action with Friedlander’s A or B antiserum. 
The brain contained the same gram-negative 
rods. 

Discussion: The onset of symptoms in 
this patient apparently started twenty years 
before death, with a history of genito-urin- 
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ary stones, which led to both obstruction and 
infection. Although the stones were re- 
moved the kidneys already had been ir- 
reversibly damaged. This damage caused 
an anoxemia of the kidney with resultant 
renin production, and this overproduction of 
renin led to hypertension and cardiac hyper- 
trophy. Thus a vicious circle was inaugu- 
rated, producing more and more damage to 
the kidneys. During the last year of his life 
the patient was obviously in renal failure as 
a result of marked loss of renal tissue. This 
caused a hypoplasia of the bone marrow, 
with both anemia and leukopenia, and this 
anemia and leukopenia set the stage for the 
final infection of the kidneys and meninges. 


The absence of parathyroid hyperplasia in 
this patient is interesting. We would have 
expected to find the parathyroids enlarged, 
since the serum phosphorus was elevated 
and the serum calcium lowered. 


Special attention should be called to the 
presence of inspissated protein material in 
the tubules of the kidneys. Blackman”:® and 
his associates recently have pointed out the 
deleterious effect of such proteins upon kid- 
ney function. 


Anatomical Diagnosis 


Chronic cystitis; hydroureter; hydrone- 
phrosis; ureteritis cystica; chronic pyelone- 
phritis; cardiac hypertrophy; hypoplasia of 
bone marrow; secondary anemia; uremia; 
anasarca; fatty change in myocardium; dila- 
tation of left ventricle; pulmonary edema; 
acute pyelonephritis; acute leptomeningitis. 


5. Blackman, S. S., Jr., and Davis, B. D.: Electrophoretic and 
Kjeldahl Analysis of Protein in Nephritic Urine and the 
Effect of Proteinuria on the Human Kidney, South M. J. 
36:247-51 (April) 1943. 

6. Blackman, S. S., Jr., Goodwin, W. E., and Buell, M. V.: 
On the Relation Between Concentration of Total Protein 
and of Globulin in Urine and Pathogenesis of Certain 
Renal Lesions in Bright’s Disease, Bull. Johns Hopkins 
Hosp. 69:397-467 (Nov.) 1941. 


The lesson taught repeatedly in the study of 
tuberculosis will probably one day be found equally 
true of other conditions. Basically a bacterial infec- 
tion, this disease lies dormant only to flare up vio- 
lently when the barriers raised by adequate nutrition 
are broken down. Denmark’s experience in the last 
war was a classic example of the relationship be- 
tween food and this disease. A thirty per cent rise 
in the mortality from tuberculosis occurred in 1916- 
17; a similar rise was noted in the belligerent coun- 
tries and in Holland, continuing to the end of the 
war. In Denmark, however, after a blockade that 
prevented the export from that country of food- 
stuffs—chiefly meat, fish, butter, and milk—there 
was a prompt fall in the death rate. J. A. Johnston, 
M.D., Henry Ford Hosp., Nat. Parent-Teacher, Apr., 
1943. 
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CLINICO-PATHOLOGICAL 
CONFERENCE 


BOWMAN GRAY SCHOOL OF MEDICINE 
OF WAKE FOREST COLLEGE 


Report of Case 


A.C.L., a 53 year old female, was admitted 
to the private service of the North Carolina 
Baptist Hospital on July 22, 1942, complain- 
ing of malaise and general aching. She had 
apparently been well until four or five days 
before admission, when there was an insidi- 
ous onset of malaise, and aching pain in the 
back and extremities. She thought that she 
had had fever, but her temperature had not 
been taken. She complained of a sensation 
of chilliness, but there had been no frank 
chills. Two days before admission she began 
to have right frontal headache and a mod- 
erate postnasal discharge. About this time 
she noted some weakness in both knees with 
moderate tenderness and questionable swell- 
ing, but without redness or increased local 
heat. No other joints were involved. There 
had been no cough or pain in the chest, no 
nausea, vomiting or abdominal pain, and no 
urinary symptoms. She had been treated for 
several days before admission with antipy- 
retics and one of the sulfonamide drugs. A 
month ago she had drunk water from a well 
which was suspected of being contaminated 
with the typhoid bacillus. 

Physical Examination: The patient was 
a well-developed, very obese female who was 
somewhat disoriented and appeared to be 
acutely ill. The temperature was 40 C., the 
pulse 130, respirations 32, and blood pres- 
sure 160 systolic, 80 diastolic. The skin was 
warm and moist and there was slight cya- 
nosis of the lips. The pupils and optic fundi 
were normal. The conjunctivae and sclerae 
were clear. The pharnyx was not injected. 
There was no rigidity of the neck and the 
cervical veins were not distended. The heart 
was not enlarged and no murmurs were 
heard. The lungs were clear except for num- 
erous fine moist rales at both bases. The 
breath sounds were normal, and the percus- 
sion note resonant. The abdomen was soft 
without tenderness, and no masses were felt. 
There was no adenopathy. Pelvic examina- 
tion was recorded as being negative. 

Laboratory findings: A urinalysis showed 
a specific gravity of 1.015, a 1-2 plus re- 
action for albumin, and no sugar. The urin- 
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ary sediment showed 1-2 granular casts, an 
occasional hyalin cast and 1-2 white cells 
in all specimens. An occasional red blood 
cell was seen in one specimen. A smear and 
stain of the fresh urinary sediment showed 
no organisms. Urine culture was negative. 

On admission the hemoglobin was 11.5 
Gm., red blood cells 4,400,000, white blood 
cells 4100, with 68 per cent polymorpho- 
nuclears, 30 per cent large lymphocytes, 2 
per cent monocytes. The white blood cell 
count rose to 14,800 on the second day and 
gradually fell to 8000 on the day before 
death, with an average of about 85 per cent 
polymorphonuclears. No malarial parasites 
were seen. The nonprotein nitrogen on the 
day before death was 80 mg. per 100 cc. 
The blood Kahn test was negative. Widal 
and agglutination tests for Brucella were 
negative. 

Four blood cultures were made, with the 
following results: 

July 22: Plate culture was negative; broth 
culture showed gram _ positive 
cocci. 

Plate culture was negative; broth 
culture showed gram _ positive 
cocci. 

Plate culture was negative; broth 
culture showed gram _ positive 
cocci resembling staphylococcus. 
Plate culture was negative; broth 
culture showed Bacillus subtilis. 

A bloody tap was obtained on lumbar 
puncture. The spinal fluid pressure was 100 
mm. Culture of the spinal fluid was nega- 
tive. 

Course in the Hospital: The patient’s tem- 
perature during the first forty-eight hours in 
the hospital ranged between 40 and 41.3 C. 
On the day after admission a soft blowing 
systolic murmur was heard over the entire 
sternum and persisted until the patient be- 
came moribund. The signs in the lungs re- 
mained unchanged. Slight tenderness was 
noted over both femoral veins, localized at 
the femoral rings, but there was no edema 
or redness or change in temperature in the 
legs. By, the second hospital day the patient’s 
mental state had changed from slight dis- 
orientation to intermittent periods of frank 
delirium. The respiratory rate had remained 
at about 28 and the cyanosis persisted. Dur- 
ing the night respiration became labored 
and depressed and the patient was given two 
injections of coramine, with some improve- 
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ment. Sulfathiazole, which was begun on 
admission, was discontinued at this point. 
On the following morning definite rigidity of 
the neck and a positive Kernig sign were 
noted. By this time two small purple macular 
lesions had appeared on the inner surface 
of the left arm. On the third hospital day 
she was seen by a neurological consultant, 
who noted a general hyporeflexia, moderate 
rigidity of the neck, and small, fixed pupils. 
The optic fundi could not be seen. There was 
no facial or other localized motor weakness. 
During that day two indurated subcutaneous 
lesions about 1.5 cm. in diameter were noted 
on the lateral surface of the right thigh. 
In the center of each area was a smal] pin- 
point purplish spot. In addition, numerous 
small, pinpoint, dark red, confluent lesions 
were found on the soft palate and tongue. 
There were also sparsely scattered, small, 
brownish macular lesions over the trunk and 
extremities. By this time the patient was 
in coma and there was a uriniferous odor to 
the breath. The blood pressure was 120 sys- 
tolic, 50 diastolic. After forty-eight hours 
the temperature had fallen somewhat, but 
on the fifth hospital day it began to rise 
steadily to 42 C., with a corresponding rise 
in pulse rate. With the rise in temperature 
there was a progressive fall in blood pres- 
sure to 80 systolic, 40 diastelic, and in- 
creasing respiratory difficulty. The signs in 
the lungs remained unchanged, as did the 
neurological findings, and the patient died in 
coma on the seventh hospital day. 


Discussion 


DR. GEORGE T. HARRELL: In summary, this 
ease involves a 53 year old female who had 
previously been wel] and who suffered from 
an acute illness of twelve days’ total duration 
which was insidious in onset and accom- 
panied by severe toxemia, suggesting a sys- 
temic infection. Signs appeared chiefly in 
the lungs and cerebrum. The history gives 
no information as to the mode of entry of 
the etiologic agent. The most important clin- 
ical features are the development of skin and 
mucous membrane lesions, a heart murmur, 
vein tenderness and coma. It is also impor- 
tant that the signs in the lungs continued 
unchanged. The laboratory data give evi- 
dence only of fever and dehydration and 
demonstrate no specific etiologic agent. 

In attempting to analyze the record in 
greater detail from the viewpoint of patho- 
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genesis, we find evidence of lesions develop- 
ing in different organs. If this were a dis- 
ease primarily involving the heart, the lesion 
must of necessity have been on the right 
side, since there were rales in the lungs, 
and peripheral signs, as evidenced by skin 
lesions, were late in developing. The mur- 
mur which developed while the patient was 
under observation suggests an endocarditis, 
but the spleen was not palpable, and we are 
not told whether an anemia occurred. It is 
possible that the murmur was the result of 
dilatation of the heart from toxemia and 
hence is of no significance. The striking in- 
crease in respirations suggests parenchyma- 
tous involvement of the lungs sufficient to 
impair gaseous exchange with the blood. 
This explanation is further borne out by the 
presence of slight cyanosis and rales in the 
chest which persisted unchanged. We are 
not told whether there were any signs of 
consolidation or cough, and if any sputum 
was raised, what was the character of it. 
In the absence of signs of cardiac failure, 
such as engorgement of the neck veins or 
enlargement of the liver, we must assume 
that the rales indicated a wide-spread pro- 
cess with multiple small areas of involve- 
ment of the lungs. An x-ray of the chest 
and a smear and culture of the sputum would 
have been most helpful. The presence of 
albumin and casts, and the low specific 
gravity of the urine suggest a lesion of the 
kidneys. We are not told if the blood pres- 
sure was known before the present illness. 
It is possible that there was an underlying 
arteriosclerotic nephritis or some other mild 
cause of the systolic hypertension, but in 
view of the severe toxemia, I think all of 
the urinary findings can be explained on the 
basis of cloudy swelling of the kidney tu- 
bules. The positive Kernig sign, the changes 
in the pupils, and the lack of neurologic lo- 
calizing signs would suggest a lesion in the 
meninges. The low spinal fluid pressure fails 
to bear out this diagnosis, although we are 
not told on what day the spinal puncture 
was done, nor are we told the results of a 
smear or stain of the spinal fluid. If the 
blood noted had been due to a cerebral vas- 
cular accident, the pressure would in al] 
likelihood have been increased; centrifuga- 
tion with a benzidine test on the supernatant 
fluid might have settled this point. That 
the brain tissue itself was involved is evi- 
dent from the headache, delirium, changes 
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in the pupils, and generalized hyperrefiexia. 
That these intracerebral signs could have 
resulted by spread from an infected sinus is 
suggested by the localization of the head- 
ache to one side of the head and the presence 
of a moderate postnasal discharge. If the 
discharge were watery rather than purulent, 
it would have much less significance; an x- 
ray of the sinuses would have settled this 
point. These findings, in the absence of peri- 
pheral lymph node enlargement, would sug- 
gest that the process started internally and 
spread through the lymphatics into the blood 
stream, localizing first in the lungs, and 
spreading to the other parts of the body 
from there. 

Let us review the record from the stand- 
point of the etiologic agent which might 
have produced these lesions. Of the virus 
diseases, psittacosis causes primarily a pneu- 
monia in the human being, but in experi- 
mental animals may cause a meningitis. 
There is no history of exposure to birds nor 
of an arthropod vector which might have 
been involved. The white blood cell count 
is consistent with this diagnosis, but the 
skin lesions and hemorrhagic tendency are 
not usual findings. If this were a rickettsial 
disease, we would expect the severe head- 
ache to have been more generalized than 
localized and the skin lesions to have de- 
veloped more widely and to have been more 
hemorrhagic. Q. fever may involve the lungs 
more often and more extensively than any 
of the other members of this group, but 
again there is no history of an arthropod 
vector. Estivo-autumnal malaria, due to the 
Plasmodium falciparum, may cause most 
bizarre symptoms, but the duration in this 
case is too long since the very severe infec- 
tions tend to kill during the first three days. 
The fact that malarial parasites were not 
seen in the blood in the first day or so need 
not rule out this diagnosis, but would render 
it unlikely. Severe symptoms may result 
from drug sensitivity to one of the sulfona- 
mides, with which she had been treated; but 
such cases almost always show definite im- 
provement by the third day after withdrawal 
of the drug. The primary blood dyscrasias, 
such as purpura with bleeding into the vari- 
ous organs, should be thought of; but we 
have no platelet count, bleeding and clotting 
times, or tourniquet test to substantiate this 
diagnosis. Acute leukemia, particularly of 
the monocytic variety, would be suggested, 
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but there were no alterations in the pharynx 
or gums, and the differential blood count 
does not suggest this condition. However, 
no description of the blood smear has been 
given. The course was too rapid for a malig- 
nant lymphoma, and one would expect the 
development of palpable peripheral nodes be- 
fore death, if this had been a tumor. Other 
diseases of unknown etiology, such as peri- 
arteritis nodosa, are suggested by the nod- 
ules in the skin and the leukopenia, but the 
disease progressed much more rapidly than 
one would expect in these conditions, and no 
eosinophils were described in the blood 


smear. 
Thus we are left with a bacterium as the 
most likely etiologic agent. Staphylococci 
were repeatedly grown from the blood. A 
staphylococcus infection of this severity is 
usually sudden in onset and accompanied by 
repeated chills. The organisms are readily 
recovered in plates poured with 1 to 2 cc. 
of the patient’s blood, which serve as a con- 
venient index of the degree of bacteremia. 
If there is less than 1 colony per cubic centi- 
meter of blood, the poured plates may be 
sterile and the organism will grow out only 
in broth which is inoculated with 5 cc. or 
more of blood. It would be interesting to 
know if the organisms were hemolytic and 
hence of a _ toxin-producing (hemolysin) 
strain, and if the segmenter :non-segmenter 
ratio of the polymorphonuclear cells of the 
peripheral blood were reversed; such a re- 
versal is further evidence of a toxin (leuko- 
cidin) production. Although it is not uncom- 
mon to find the broth alone contaminated 
from the air by a non-hemolytic staphylococ- 
cus, which may be a non-pathogenic albus 
or a slightly pathogenic aureus, the fact that 
three successive cultures were positive would 
seem to rule out errors in technique. In an 
infection of this severity there would be 
many more organisms in the blood stream 
than apparently were recovered, and they 
most certainly would be toxin-producers. 
This fact leads us to suspect that the staph- 
ylococci came from an incidental bacteremia 
unassotiated with the primary pathologic 
process. The recovery of Bacillus subtilis 
from the broth on one occasion was undoubt- 
edly due to contamination. Meningococcus 
septicemia may give very severe cerebral and 
skin signs, but usually occurs in much 
younger individuals and is accompanied by 
sudden onset, definite chills, joint pains, and 
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earlier development of skin lesions. In men- 
ingococcus infection the findings in the cere- 
brospina] fluid are very definite on smear. 
However, these organisms may require in- 
creased carbon dioxide tension or media en- 
riched with materia) such as ascitic fluid, 
and we are not told whether these cultures 
were planted in such a fashion. The Brucella 
group of organisms may cause very acute 
disease, but it is rarely of this severity or so 
rapid in its course. Here again, certain 
strains may require increased carbon dioxide 
tension and a liver infusion media for ready 
isolation. The absence of agglutinins would 
be anticipated in a fatal infection of short 
duration. The severity of the toxemia sug- 
gests infection with Eberthella typhi. Clini- 
cally, the slight lag of the pulse in relation 
to the temperature, the height of the tem- 
perature, and the delirium are perfectly com- 
patible with this diagnosis. The incubation 
period, however, is too long, following the 
exposure one month previously to water 
which may have been contaminated with this 
organism. Since typhoid fever in the early 
stage is a septicemia, it would be most un- 
usual not to have recovered the organisms 
from the blood, even though we are not told 
whether bile was added to the blood plates. 
The spleen was not palpable as it almost 
always is in typhoid fever. Rose spots are 
not indurated or subcutaneous as were the 
lesions in this patient, but are very super- 
ficial emboli in the capillaries of the skin. 
We are not told if the patient had ever been 
immunized with typhoid vaccine. The nega- 
tive Widal test is of no help since a disease 
of this severity must presuppose the absence 
of resistance on the part of the individual, 
and sufficient time had not elapsed since the 
onset for agglutinins to develop in the second 
week of the disease. The organisms were 
not demonstrated on the smear or culture of 
the urine. 

The distribution of the lesions is perfectly 
consistent with infection with the tubercle 
bacillus. The involvement of the lungs, men- 
inges and brain, and even the purpura in 
. the skin may occur in miliary tuberculosis. 
The duration of this disease, however, is 
usually more than twelve days. An acute 
miliary process usually occurs in a much 
younger individual with no preceding evi- 
dence of tuberculosis, or in a person of this 
woman’s age or older who has had an old 
fibrous process of the lung which has broken 
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down and spread. The tuberculin test would 
be of no help, since it is more often negative 
than positive in miliary tuberculosis. An 
acid-fast stain of the sputum would have 
been of considerable help. 

There is one other type of bacterium 
which may give a lesion pathologically re- 
sembling tuberculosis but which runs a more 
rapid course. This is the Pasteurella group 
of organisms. The temperature, pulse, res- 
piration, blood pressure, cerebral and pneu- 
monic symptoms, skin lesions, purpura, and 
the duration of the disease are all quite typi- 
cal. We lack, however, the history of ex- 
posure to any rodent or small animal, and 
there was no local lesion. Pasteurella pestis, 
which causes plague, is usually cultured in 
enormous numbers with no difficulty, and 
hence this member of the family seems ruled 
out. Pasteurella tularensis, however, re- 
quires the addition of cysteine to the culture 
media to recover it, and we are not told if 
the media were prepared in such a fashion. 
A skin test positive to detoxified tularense 
antigen or a positive agglutination test would 
have been very helpful. The most common 
type of infection with tularemia is the ulcer- 
oglandular type, in which a definite local 
lesion can be seen. The more uncommon ty- 
phoid type may follow the ingestion of im- 
properly cooked wild meat, the organism 
gaining entrance to the lymphatics of the 
abdominal cavity and hence producing no 
peripheral lesions until after the lungs have 
been involved. Microscopically, the lesions 
of tularemia are frequently confused with 
acute caseous tuberculosis. Even though 
there is no history to support the hypothesis, 
it is my belief, since the clinical findings fit 
so well and the etiologic data suggest no 
other infecting organisms, that this patient 
died from a typhoid type of tularemia, the 
organisms having entered through the gas- 
trointestinal tract. 


Dr. Harrell’s Diagnosis 
Typhoid type of tularemia 
Pathological Discussion 


Dr. W. C. THOMAS: The pertinent lesions 
in the case were found in the lungs, liver, 
enlarged spleen and lymph nodes. Grossly, 
these lesions appeared discrete, grayish 
white, and softened, and varied from 1 to 
20 mm. in diameter. Microscopically, they 
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represented areas of necrosis with little re- 
action in the surrounding tissue other than 
occasional monocytes and round cells. 
Smears, cultures and bacterial stains on the 
tissue revealed no pathogenic organisms. 
Five mice and four rats were injected intra- 
peritoneally with a saline extract of the 
pathological material. All of the animals 
were dead by the fifth day. The lesions 
found in this patient were reproduced in the 
animals. Bacteriological study of the animals 
was prevented by an undiagnosed illness of 
the investigator. The pathologic features of 
this case are compatible with those of tular- 
emia. 


MEDICOLEGAL ABSTRACT 


J. F. Owen, M.D., LL.B. 
Raleigh 


Divorce: A physical separation caused by a 
commitment of one of the parties for in- 
sanity is not “separation” constituting 
grounds for divorce, nor could the party 
committed consent to a separation during 
the continuance of the mental incapacity. 


Inasmuch as a great many divorce cases have been 
instituted within recent years against persons non 
compos mentis, and decrees granted in many in- 
stances, it was thought that the following case would 
be of interest in showing the complications which 
might occur unless the law is followed strictly in 
every particular. 

In the case at hand, the plaintiff instituted an 
action for divorce on August 23, 1937, in Guilford 
County, North Carolina. In his complaint he alleged 
that he and the defendant, his wife, became sepa- 
rated by mutual consent on August 1, 1935, and 
lived separate and apart from that time until the 
action for divorce was begun. The defendant at the 
time of the institution of the suit was living in the 
city of Washington, D. C., and could not be served 
personally. Therefore, summons was served upon 
her by publication in the papers. 

At the November, 1937, Term of the Superior 
Court of the above named county, appropriate issues 
were submitted to a jury and answered in favor of 
the plaintiff. A decree of absolute divorce was 
awarded. On January 13, 1939, the defendant filed 
her petition and motion in the cause in which she 
alleged that she was insane from October 26, 1931 
to February 21, 1936; that she was confined at an 
institution; and that a guardian, who lived in the 
city of the residence of the plaintiff, had been ap- 
pointed, all to the knowledge of the plaintiff. The 
plaintiff in answer to the petition asserted that he 
had provided $25.00 per month for his wife’s support 
since the separation in 1931. He also alleged that 
she was restored to sanity on August 1, 1935. The 
defendant offered documentary evidence to show that 
she was adjudged incompetent on August 9, 1931, 
and was adjudged competent on January 3, 1936, 
and that her guardian was officially discharged by 
order of court on February 21, 1936. 

With reference to this petition filed by the de- 
fendant, the court was unable to find any evidence 
of fraud. Therefore the motion was overruled, and 
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the decree of divorce was adjudged binding and in 
full force. The defendant thereupon excepted, and 
appealed to the Supreme Court. 

When this case was considered by the Supreme 
Court, the Justice writing the opinion gave a defini- 
tion of separation as follows: “In matrimonial law, 
it means a cessation of cohabitation of husband and 
wife by mutual agreement” or by judicial sevaration 
by “a decree of Court”. He also stated that our 
Statutes contemplate the addition of separation 
caused by desertion or abandonment, or other wrong- 
ful acts of the party sued. 

It was therefore held that if one of the parties 
were insane, as was alleged in the affidavit of the 
defendant, no separation could occur; and that if the 
separation were involuntary, such as must result 
from confinement in an institution for the mentally 
ill, it would not come within the law as a separation 
which would be grounds for a divorce after two 
years. 

The court held in this connection that this case 
should be remanded for further hearing, inasmuch 
as evidence was offered in the defendant’s affidavit 
tending to show that during the period of alleged 
separation she was incompetent, and in fact part of 
the time was confined to an institution for the treat- 
ment of the mentally sick. The decision indicated 
that if these allegations were true, fraud had been 
practiced upon the court. The case was remand?d for 
further hearing. (North Carolina Supreme Court 
Reports, Vol. 215, page 685. Decision rendered 
Spring Term, 1939.) 


Laws limiting free production, transportation. and 
sale of good foods.—There is a federal tax of ten 
cents per pound on colored margarine. This effec- 
tively prohibits the sale of this margarine in the 
United States. The experience in Europe and in 
the United States goes to show that margarines 
palatable and of a nutritious value, in all probability 
not inferior to good butter, can be made out of vege- 
table fats or animal fats other than that in milk. 
Such margarines can be and usually are fortified by 
the addition of the vitamins present in milk fats. 
We usually add a non-toxic color to winter butter 
without either labeling or taxing it, but when this 
color is added to margarines our federal government 
taxes it at ten cents per pound. Ostensibly this law 
was enacted for the protection of the consumer 
against deception. That phase can be taken care of 
by labeling, for most Americans can read. Actually 
the law was forced on our country by a pressure 
group, and I fail to see where the law works in 
the interest of our fellow-citizens in the lowest in- 
come group. Were all federal and state restrictions 
on good margarine swept overboard good margarine 
could probably be made and sold at half the cost of 
good butter. It appears that thirty states have 
themselves absolute prohibition against the sale of 
colored margarine. Twenty-nine states prohibit the 
importation of so-called “filled milk.” This food is 
a combination of skimmed milk and animal or vege- 
table fats other than butter fat. This food. like 
margarine, can be and usually is fortified with the 
vitamins found in good condensed milk. Northern 
dairy states discriminate against margarine and 
“filled milk.” Southern states retaliate by restrict- 
ing dairy food by requiring inspection at the source 
of supply by officials of the importing state, an in- 
spection duplicating that of the producing state.— 
Carlson, A. J.: Some Obstacles in the Path Towards 
an Optimum Diet. II, Science 97:413 (May 7) 1943. 
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BULLETIN BOARD 


INAUGURAL REMARKS 
JAMES W. VERNON, M.D. 


Members of the Medical Society of the 
State of North Carolina, ladies and gentle- 
men, guests and friends: 

I hardly believe you are expecting me to 
say very much this afternoon. I hope that 
you are not, but I want to tell you that [ 
am deeply aware of this high honor and I 
am also deeply aware of the tremendous re- 
sponsibility that you have put upon me. 
Donnell Cobb usually makes a success of 
what he undertakes, so I have heard and be- 
lieve. He is supposed to have had me under 
his training for a year. About this time last 
year I felt hopeful that if he took me under 
his tutelage I should be somewhat prepared 
for the demands of this office; but now I 
can not help saying that I do not know 
whether he has done the job well enough 
to enable me to reach the high level set by 
my predecessors. 

I was impressed with Dr. Cobb’s Presi- 
dential Address, and I certainly hope that 
throughout the coming year I may be able, 
with your help, to carry forward some of the 
ideas that he presented to us in that address. 
I firmly believe with him that if we, as a 
profession, can not find some way to step 
out in front and lead medical thought and 
some of the strong medical trends of the day, 
and lead them wisely and conservatively, we 
may find ourselves led by laymen. 

I have no address, as you see, to make to 
you, but I want to say this. I want to change, 
if I may, the title of the Committee on So- 
cialized Medicine, which we have had for a 
good many years. I believe it is a misnomer, 
and I think it carries with it a connotation 
that is not desirable. I saw recently a report 
of the New York State Medical Society in 
which it was stated that their committee had 
been named the Planning Committee on 
Medical Policies. I should like for some of 
you to tell me personally what you think of 
having a committee by that name. 

I desire to say to you that I am deeply 
conscious of the many duties and responsi- 
bilities that are coming upon me. I ask your 
personal and professional support, and | 
pledge you to do my very best. 


BULLETIN BOARD 


SECRETARY’S MESSAGE 


REPORT ON THE NINETIETH ANNUAL SESSION 
OF THE MEDICAL SOCIETY OF THE 
STATE OF NORTH CAROLINA 


The Ninetieth Annual Session of the Med- 
ical Society of the State of North Carolina, 
held in Raleigh on May 10, 11 and 12, was, 
in spite of the shortage of help at the Hotel 
Sir Walter due to war conditions, quite a 
successful one. The attendance exceeded that 
of the 1942 meeting held in Charlotte, there 
being 735 physicians registered during the 
session. This increase in attendance is at- 
tributed to the fact that the physicians of 
the state have been working under such a 
tension for the past year, and have had so 
little time for diversion and for study that 
they were eager to go to the State Society 
meeting not only to gather professional 
knowledge but just to get away from it all 
for a short time. It is indicative of the neces- 
sity for continuation of meetings of the pro- 
fession throughout the state. 

The theme of the meeting, “War Medi- 
cine’, was stressed by Capt. Waltman 
Walters of Corona, California, who made a 
most enlightening talk on “The Treatment 
of War Casualties”; by Lt. Col. Worth B. 
Daniels of Fort Bragg who very efficiently 
presented the subject “Sulfadiazine in the 
Treatment of Meningococcic Meningitis” ; 
by Lt. Col. Charles W. Mayo of Mayo Clinic 
fame, whose subject was “One Stage Com- 
bined Abdomino-Perineal Resection for Ma- 
lignancy of the Lower Colon, Rectosigmoid 
and Rectum” and whose talk was illustrated 
with a color movie; and last, but not least, 
by Governor J. Melville Broughton, who 
touched upon the results of the war which 
the profession might expect along the lines 
of socialized medicine. 

Dr. Donnell B. Cobb, President of the So- 
ciety, by his forceful address before the 
First General Session on Tuesday morning, 
gave his hearers the inspiration to do nobler, 
better and more untiring service during the 
present emergency. He particularly stressed 
the importance of cooperation among those 
who make up organized medicine in leading 
the way to any improvements necessary in 
medical service. 

The Officers’ Breakfast held on Tuesday 
morning at 7:30 o’clock was well attended 
in spite of the early hour, and was in many 
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ways a greater success than the initial meet- 
ing of this group held in Charlotte last year. 
The talks made by Dr. Verne 8S. Caviness, 
Dr. O. L. MacFayden and Dr. George L. Car- 
rington led into a very profitable round-table 
discussion of the various problems which 
confront the officers of County Medical So- 


cieties. 


The Sectional Meetings were well attended 
and the programs were indeed a credit to 
the chairmen of these sections whose untir- 
ing efforts made possible a discussion of 
timely subjects in each section. 

The President’s Dinner and Ball, the one 
social event of the entire meeting, with Dr. 
Paul Ringer as Toastmaster, could hardly 
have been more delightful. None failed to 
respond to the witticisms of Dr. H. E. Spence 
of Duke University nor to marvel at the vari- 
ous feats of magic performed by Wallace— 
The Magician of Durham. At the Ball the 
older guests felt young again and the 
younger guests exceedingly light-footed as 
Woody Hayes’ orchestra swung into the 
rhythm which dictated the spirit of the occa- 
sion, thus demanding that everyone forget 
his worries for the duration of the dance. 

The Nominating Committee was on its toes 
and wisely selected the officers for the com- 
ing year. Few could fail to approve the new 
officers: Dr. James W. Vernon, President; 
Dr. Paul F. Whitaker, President-Elect; Dr. 
F. C. Hubbard, First Vice President and Dr. 
George L. Carrington, Second Vice Presi- 
dent. 


The great majority of the Fellows of the 
Society will be delighted to know that the 
1944 meeting is to be held at Pinehurst. 

Dr. James W. Vernon’s installation as 
President was most impressive. Although 
the Society regrets that Dr. Cobb can serve 
only one term as President, all the Fellows 
are looking forward to a successful year 
under the able leadership of Dr. Vernon. 


Raleigh has again, as it has each decade 
for the past fifty years, proven itself.a gra- 
cious host to the State Medical Society. The 
hospitality shown would not have been pos- 
sible without the hearty cooperation of the 
entire Wake County Medical Society. Let us 
look forward to the time we may again meet 
in Raleigh with the Wake County Medical 
Society as Host. 


ROScoE D. MCMILLAN, M.D. 


June, 1948 


NEWS NOTES FROM THE STATE BOARD 


OF HEALTH 

North Carolina today is spending $3,148,000 on 
public health, as compared with $604,312 in 1934, 
Dr. Carl V. Reynolds, State Health Officer, told the 
conjoint session of the State Board of Health and 
the State Medical Society. “We have 808 workers 
in our happy, contented and enthusiastic family, all 
of whom have had special training in their respec- 
tive fields,” he continued, referring to the entire per- 
sonnel set-up at the State Board and in the local 
health units. 

Dr. Reynolds outlined the work of public health 
in its various undertakings during the past year, 
including that of new projects.-He gave an account 
of what has been accomplished in the various divi- 
sions. The effectiveness of maternal and infancy 
clinics, he pointed out, is shown by the fact that 
the maternal and infant death rates for 1942 reached 
the lowest points in the history of North Carolina, 
the maternal rate dropping from 4.1 to 3.4 during 
the year and the infant rate from 59.4 to 46.8. 

More than 95 per cent of North Carolina’s 3,571,- 
000 people now are enjoying full time organized 
health protection, Dr. Reynolds reported. 

Reporting on the progress of the fight on venerea) 
diseases, he said: 

“There are now a total of 309 venereal disease 
clinics, with 414 clinic sessions held weekly, with 
clinie services available to 95 per cent of the State’s 
population. The Division of Epidemiology distributed 
drugs to the amount of $6,508 to the private prac- 
titioners of medicine in North Carolina, without 
charge. We received reports of 15,151 new untreated 
cases of syphilis during the year. Private physicians, 
hospitals and other institutions reported 2,536 new 
untreated syphilis cases. During this period an aver- 
age of 24,606 patients per month attended public 
health clinics for treatment or clinical aid for syphi- 
lis. We administered 822,769 treatments. There were 
only 7,617 new untreated cases of gonorrhea and 
chancroid reported. Private physicians, hospitals and 
other institutions reported 4,141 new untreated cases 
of gonorrhea.” 

gga on malaria control work, Dr. Reynolds 
said: 

“Due to the war emergency, the malaria investi- 
gation and control unit has changed some of its 
policies, concentrating on its blood slide surveys 
within the areas around military camps. During the 
year, a total of 23,942 malaria blood slides was taken 
in 15 cor ‘ies. In cooperation with the U. S. Public 
Health £_-vice, the war areas malaria program now 
has 350 people employed.” 

Telling of the work of the expanded State Labora- 
tory of Hygiene, Dr. Reynolds reported: 

“During 1942 a total of 692,231 examinations were 
made on specimens sent to the laboratory, as com- 
pared with 575,312 the previous year. Serological 
tests for syphilis still comprise the principal load of 
the laboratory so far as specimens are concerned. 
In 1942 there were 613,251 uch tests, compared 
with 485,243 in 1941. Last year there were 216,066 
tests made for the Selective Service System, and in 
1941 there were 57,755 from this source. 

“The demands upon the laboratory for typhoid 
vaccine increased markedly during 1942, when 891,- 
rindi were distributed, compared to 629,767 cc. in 

Dr. Reynolds told of the increased load on the 
Division of Vital Statistics due to the war and the 
increasing birth rate. 

“The death rate from all causes in 1942 was the 
lowest on record, having been only 8.1 per 1,000 
population. There were 90,056 births recorded, births 
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outnumbering the 29,613 deaths in the State by 


70,443. In addition to the regular birth certificates, 
there were more than 75,000 delayed birth certifi- 
cates issued during the year.” 

Dr. Reynolds outlined in detail the work of the 
following activities: Preventive Medicine, county 
health work, epidemiology, laboratories, vital statis- 
tics, sanitary engineering, oral hygiene, nutrition, 
school health coordinating service, summer teacher 
training conferences, and public health publicity, all 
of which showed progress, he said. 

of * * * 

The North Carolina State Board of Health has 
announced the re-election of Dr. Carl V. Reynolds 
as Secretary and State Health Officer and Dr. George 
M. Cooper as Assistant State Health Officer for 
terms of four years each. The Board, at the same 
time, re-elected Dr. S. D. Craig of Winston-Salem 
as president and Dr. J. N. Johnson of Goldsboro, 
member of the Board representing the dental pro- 
fession, as vice-president. Dr. Craig named Dr. 
Hubert B. Haywood of Raleigh and Dr. Johnson to 
serve with him as members of the executive com- 
mittee, of which he is the chairman. 

* on 

A statement by Mr. W. Murray Linker, Senior 
Sanitarian on the Staff of the State Board of Health, 
shows how the Board of Health is protecting the 
interests of the public in regulating the slaughter- 
ing and handling of meat. 

“In 1937, the State Board of Health submitted a 
regulatory bill to the Legislature. The Legislature 
passed an enabling act which provided for the en- 
forcement of regulations governing the operation 
of meat markets, and abattoirs, or places where 
meat was slaughtered, handled, or sold to the public. 
It is believed that this act represented the first 
State-wide law of this sort in the United States... 

“In order to forestall certain black market opera- 
tions in the meat industry and prevent the great 
waste in essential inedibles, the OPA and State 
War Boards recently have demanded definite mini- 
mum sanitary requirements in the ‘slaughter of 
meat. The sanitation of abattoirs will continue to 
improve rapidiy under this war emergency program. 
No permits to slaughter meat will be issued by any 
local war board unless the abattoir in which the 
meat is to be slaughtered meets with the approval 
of the State Board of Health... 

“Our retail markets are operated on much higher 
standards of sanitation than our abattoirs. They are 
graded routinely on a numerical basis, and, as in 
the case of restaurants, are awarded Grade A, B, or 
C. Those that do not rate as much as 70% must 
cease operating or become subject to indictment until 
they are able to comply wtih the law and thereby 
receive a re-inspection and a permit to resume. Be- 
fore a market may open, a permit must be secured 
from a local health department or the State Board 
of Health. Before this permit is issued, a survey 
of the building and facilities is made by a sanitarian 
to determine if the necessary standards can be main- 
tained.” 

* * * * 

The protection given the public by the State Board 
of Health in the matter of hotel and eating house 
inspection has been discussed by Mr. M. M. Melvin, 
Chief Sanitary Inspector of the Board’s Division of 
Sanitary Engineering, as follows: 

“North Carolina was the first State in the union 
to recognize the importance of safeguarding the 
public by the enactment of a law in 1921 governing 
the sanitation of hotels and restaurants. Strange 
as it may seem to us now, this law was not spon- 
sored by the health authorities, but by the North 
Carolina Traveling Men’s Protective Association 
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and the better hotel and restaurant operators. This 
initial law applied only to the larger hotels and 
restaurants, those most frequented by the traveling 
public. ... 

“In 1935, an amendment was passed by the Leg- 
islature giving a new definition to the terms ‘cafe’ 
and ‘hotel’. Although this amendment provided for 
the inspection of many places which were exempt 
under the original act, it did exempt boarding and 
rooming houses where the majority of the boarders 
and roomers received accommodation for a week or 
longer. We, therefore, ran into many obstacles in 
enforcing the law, as the burden was on the in- 
spector to prove in court that the majority of the 
roomers or boarders were not regulars. 

“In 1941, the present law was enacted. This act is 
an enabling act which authorizes and empowers the 
State Board of Health to adopt and enforce regula- 
tions governing the sanitation of hotels, cafes, res- 
taurants, tourist homes, tourist camps, summer 
camps, lunch and drink stands, sandwich manufac- 
turing establishments, and all other establishments 
where food is prepared, handled, and served to the 
public at wholesale or retail] for pay, or where tran- 
sient guests are served food or provided with lodg- 
ing for pay.... 

“While we readily admit that the hotel and restau- 
rant sanitation program is not what we would like 
for it to be, a lot of progress has been made and 
we have been informed by representatives of the 
Public Health Service and military authorities that 
the regulations as now constituted are probably the 
best in the United States.” 


NEWS NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE OF WAKE 
FOREST COLLEGE 

Dr. William Dock, Professor of Pathology at 
Cornell Medical School, acted as visiting Professor 
of Medicine at the Bowman Gray School of Medicine 
from June 10 to 18. 


* * * 


Dr. George Harrell, Associate Professor of Pre- 
ventive Medicine, left for Honduras on May 23. He 
will spend a month in the United Fruit Company 
Hospital at Tela, Honduras, studying tropical dis- 
eases. 

* * * * 


Dr. Robert R. Garvey, Professor of Clinical Urol- 
ogy, has recently returned from a visit to various 
medical schools and clinics on the Eastern Seaboard. 


BUNCOMBE COUNTY MEDICAL SOCIETY 


The Buncombe County Medical Society has re- 
cently been forced to move its library from the City 
Hall to a new location over Goode’s Drug Store. This 
move was necessitated by the Army Flight Com- 
mand’s taking over the City Hall. The library con- 
tains approximately 4000 volumes. 

The society is holding only one meeting a month 
for the duration of the war, as one third of the 
active members are in the armed forces. 


FORSYTH COUNTY MEDICAL SOCIETY 


The Forsyth County Medical Society met on May 
4 at the Robert E. Lee Hotel in Winston-Salem. Dr. 
George Harrell discussed “War and Post-War Tropi- 
cal Diseases”, and members of the Society who were 
on the program of the State Medical Society pre- 
sented their papers at this meeting. 
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NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 


The meeting of the Board of Directors of the State 
Association was held in Raleigh, May 10. The fol- 
lowing officers were elected for the Association: 
President, Dr. R. L. Carlton, Winston-Salem; Vice- 
President, Dr. David T. Smith, Duke University; 
Secretary, Mrs. Marie B. Noell, Raleigh; Treasurer, 
Dr. J. J. Combs, Raleigh; Frank W. Webster, Ra- 
leigh, Executive Secretary; Mrs. C. C. Hook, Char- 
lotte, Honorary Vice-President. The Executive Com- 
mittee elected in addition to the above officers were: 
Dr. William H. Smith, Goldsboro; Dr. P. P. McCain, 
Sanatorium; Dr. M. D. Bonner, Jamestown. Dr. 
Derwin Cooper of Durham and the Reverend Olin 
Fox of Goldsboro were elected as Representative 
Directors. All board members but twc, whose terms 
expired this year, were reelected for two more years. 
Mrs. A. H. Elliot of Wilmington and E. J. Sharp 
of Kannapolis were chosen to fill these two vacan- 
cies. 

The annual report and financial statement for last 
year and the suggested program and budget for 
1943-1944 were presented and duly approved. The 
executive secretary was authorized to add another 
field worker and office worker to the present staff. 


THE NATIONAL FOUNDATION FOR 
INFANTILE PARALYSIS 


A project which will make The National Founda- 
tion for Infantile Paralysis the only complete cen- 
tral, authentic source of information on Infantile 
Paralysis in the world was announced recently by 
Basil O’Connor, president of the Foundation. 

A complete bibliography of all scientific literature 
that ever has been published pertaining to infantile 
paralysis is being compiled by the Foundation, and 
is expected to be ready for publication in book 
form in the early part of 1944. The first volume 
will contain a record of all scientific material on 
poliomyelitis published in the world up to the end 
of 1943. Subsequently, the data will be kept up to 
date by publication of annual supplements. Brief 
abstracts of the more important articles will be in- 
cluded in the bibliography to be published by the 


Foundation. 
* * * * 


The National Foundation for Infantile Paralysis 
and the University of Michigan have joined in a 
long-range program for the training of doctors, pub- 
lic health workers and laboratory technicians to 
study infantile paralysis and other virus diseases, 
it was announced recently in a joint statement by 
Basil O’Connor, president of the Foundation, and 
Dr. Alexander G. Ruthven, president of the Uni- 
versity. 

This program, which has been developing for 
three years, will be expanded to its full scope about 
June 1 when the University opens its new three- 
story building for its School of Public Health at 
Ann Arbor, Mich. 

The new structure will house a unit devoted en- 
tirely to work in virus diseases, particularly infan- 
tile paralysis. The virologists who will be trained 
under the program will be prepared to attack the 
whole realm of virus diseases, including not only 
infantile paralysis but also influenza, atypical pneu- 
monias, St. Louis and equine encephalitis, measles, 
chicken-pox, smallpox and mumps. 

To aid in the necessary planning and execution 
of such a project, the National Foundation now has 
made a three-year grant, totaling $120,000, to the 


University, Mr. O’Connor announced. 
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INTERNATIONAL COLLEGE OF SURGEONS 


At the fourth International Assembly of the Inter- 
national College of Surgeons to be held at the 
Waldorf Astoria Hotel in New York City on June 
14, 15, 16 dealing with the subjects of “Rehabilita- 
tion” and “War Surgery”, the tentative program ar- 
rangements will be as follows: 


1. Papers will be read by eminent authorities in 
the Grand Ballroom during both morning and 
afternoon sessions. 

2. Continuous round-table discussions on Rehabili- 
tation, War Surgery, Care of Veterans and 
Allied Subjects have been scheduled to run for 
the duration of the Assembly. 


NEWS NOTES 


The Ashe County Memorial Hospital staff held its 
regular monthly meeting at the Hospital in Jeffer- 
son on May 28. Dr. Fred Hubbard of North Wilkes- 
boro was welcomed back as consulting surgeon after 
nearly a year’s absence in the army medical corps. 
The following officers were elected to serve during 
the ensuing year: Chairman, Dr. Dean C. Jones; 
vice chairman, Dr. Ray; secretary, Dr. C. Pardue 
Bunch. 


Pediatric Antiques on Tour 


It has been well said that more progress has been 
made in pediatrics during the past three or four 
decades than in all the time before that. 

As applied to the feeding part of pediatrics, the 
Mead Johnson Collection of Pediatric Antiques bears 
eloquent witness to the great strides made. Without 
such evidence, it would be difficult, indeed, to imag- 
ine our own grandparents being fed from some of 
these odd-shaped utensils that defied thorough 
cleansing. To be sure, sterilization and pasteuriza- 
tion were not then in vogue. Not all babies re- 
ceived breast milk in abundance. In the days when 
wet nurses were common, some of these enterprising 
women literally did a wholesale business, managing 
to nurse three or four infants. 

The baby’s cereal of a century ago was simply 
stale bread lightly boiled in water, wine or beer. 
Butter or sugar might be added but the use of milk 
was regarded as fraught with danger. It was 
thought, according to Dr. T. G. H. Drake, “Milk 
might bring on the watery gripes, or the infant 
might imbibe with the milk the evil passions and 
frisky habits of the animal supplying the milk.” 

From a personal hobby enjoyed by the late E. 
Mead Johnson, Jr., the Collection of Pediatrics An- 
tiques, illustrated in the pages of a catalogue just 
issued, has evolved into one of considerable histori- 
cal importance, depicting as it does the progression 
of infants’ feeding vessels from the Greece of 
twenty-five centuries ago down to time within our 
own memory. 

The Collection has been steadily growing in size 
and scope and is of increasing interest for teaching 
purnoses via the historical route. The destruction of 
original sources caused by the war tends to add to 
the value of these objects. 

Hence it is that by request. the Collection now 
goes on an annual pilgrimage to colleges, hospitals, 
museums, libraries and other institutions of learn- 
ing. Arrangements may be made for “stop-overs” 
upon application to the curator. Mead Johnson & 
Company, Evansville, Indiana, U.S.A. 
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BOOK REVIEWS 


Diseases of the Skin. By Oliver S. Ormsby, 
M.D., Rush Professor of Dermatology, Uni- 
versity of Illinois; and Hamilton Mont- 
gomery, M.D., Associate Professor of Derm- 
atology and Syphilology, Mayo Foundation 
for Medical Education and Research, Gradu- 
ate School, University of Minnesota. Sixth 
edition, thoroughly revised. 1360 pages with 
654 figures. Price, $14.00. Philadelphia: Lea 
and Febiger, 1943. 


This massive volume is the most extensive Ameri- 
can treatise dealing with the skin and its diseases. 
In its 1360 pages are included every condition which 
involves the skin. Following an introductory section 
of 115 pages dealing with the anatomy, chemistry, 
symptomatology, etiology, pathology, classification 
and other general considerations of skin diseases, 
the book discusses the specific conditions under the 
broad headings of: I, Hyperemias and Inflamma- 
tions; II, Hemorrhages; III, Hypertrophies; IV, 
Atrophies; V, Pigmentary Affections; VI, Metabolic 
Diseases; VII, Neoplasms; VIII, Chronic Specific In- 
flammations; IX, Neuroses; and X, Parasitic Infec- 
tions. Following this are considerations of the ap- 
pendages (sweat glands. nails, and mucous mem- 
branes). 

The book is really encyclopedic in its coverage of 
the subject, and this fact should make it exceeding- 
ly valuable to the general practitioner as well as to 
the specialist in this field. To the former it should 
serve as a source of information on any problem 
confronting him in practice; to the latter it is valu- 
able for the detailed consideration of any subject. 
The book is well written in a simple, straightfor- 
ward style. The 654 figures containing 723 illustra- 
tions and 6 colored plates are excellent, with a 
fidelity to reality that should aid in making even 
obscure conditions recognizable. The ability to 
recognize and identify any skin involvement is im- 
portant to the general practitioner, and this book 
should prove of greatest value in helping him attain 
this goal. 


Nutrition and Diet in Health and Disease. 
By James S. McLester, M.D., Professor of 
Medicine, University of Alabama, Birming- 
ham, Alabama. Fourth Edition, Thoroughly 
Revised. 849 pages. Price, $8.00. Philadel- 


phia and London: W. B. Saunders Company, 
1943. 


This new edition of a well-known book has been 
revised to include the advances of recent years in 
dietetics and nutrition. The first third of the book 
is devoted to nutrition in health, food products and 
their preparations, and dietetics in general. The re- 
mainder of the volume is devoted to a detailed con- 
sideration of diets in disease and special feeding prob- 
lems. The treatment of the subject is practical and 
should appeal to the general practitioner. An appen- 
dix containing useful tables relating to nutrition 
and metabolism adds to the value of the book. Diet 
and nutrition play so important a part in modern 
medical practice that every physician must keep 
abreast of the recent developments in this field. Dr. 
McLester has succeeded in presenting the subject in 
a clear and complete manner. 


BOOK REVIEWS 


Gynecology. By Lawrence R. Wharton, 
Ph.B., M.D., Associate in Gynecology, The 
Johns Hepkins Medical School; Assistant 
Attending Gynecologist, The Johns Hopkins 
Hospital; Consultant in Gynecology, The 
Union Memorial Hospital, Hospital for 
Women of Maryland, Sinai Hospital and 
Church Home and Infirmary. 1006 pages 
with 444 illustrations. Price, $10.00. Phila- 
delphia and London: W. B. Saunders Com- 
pany, 1943. 


In the preface, Dr. Wharton states that this book 
is written in an effort to put in simple and clear 
form the main facts about gynecology. He has tried 
to distinguish between fact and fiction, to stress 
established principles and, in discussing unsettled 
problems, to consider representative opinions, how- 
ever divergent they may be. His book covers the 
subject of gynecology very well. It is well organized 
and clear and concise in its description of the vari- 
ous gynecological lesions. Each chapter is begun 
with a short classification of the material which is 
contained in it. This brief classification should be 
of great assistance to the student in organizing 
material, and in looking up any phase of a given 
subject. 

The book is well illustrated, and the primary 
criticism of the illustrations is the large amount of 
space devoted to the operative treatment of various 
lesions. The illustrations are largely those of Max 
Brodel and his daughter, Miss Elizabeth Brodel, 
and are excellent in their detail. 

The chapters on endocrinology are clear and con- 
cise, and a very fair evaluation of endocrine therapy 
is given. The section on female urology covers the 
common urological lesions of the female, and close- 
ly correlates urinary tract pathology with gyneco- 
logical disease. The author points out the importance 
of correct diagnosis and the frequency with which 
such lesions are associated. 

This book is excellent for both the student and 
the practitioner. The bibliography given with each 
chapter is complete enough to permit further study 
on any problem, and references are largely to the 
recent literature. 


Doctor Pryor. An Autobiography. By J. W. 


Pryor, M.D. 312 pages. Price, $3.00. Cyn- 
thiana, Kentucky: The Hobson Press, 1943. 


Dr. Pryor, who has enjoyed the privileges of view- 
ing life, medical education and practice for over half 
a century, has set forth his observations and experi- 
ences in this book. 

Dr. Pryor received his medical education at the 
University of Missouri in 1875-76 and subsequently 
entered practice in that state and later in Kentucky. 
During his early years in medical practice it was 
Dr. Pryor’s privilege to assist in the introduction 
of surgery, ether anesthesia and radiology in the 
middle South. 

In 1890 Dr. Pryor became a member of the faculty 
of the University of Kentucky, where he taught 
premedical anatomy and physiology until his retire- 
ment in 1929. During this time he contributed much 
to our understanding of the development of the 
skeletal system through his extensive research in 
this field. 

The book contains considerable information on 
the political background of the University of Ken- 
tucky, as well as the author’s impressions gained 
during travel abroad. 
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A Manual of Clinical Therapeutics. By 
Windsor C. Cutting, M.D., Associate Pro- 
fessor of Therapeutics, Stanford University 
School of Medicine, San Francisco, Calif. 
609 pages. Price, $4.00. Philadelpha and 
London: W. B. Saunders Company, 1943. 


As a result of the introduction of many useful 
and effective drugs in medical practice the subject 
of therapeutics has assumed a new importance in the 
medical curriculum. Unfortunately the teaching of 
the subject in most medical schools is still not on 
a par with the emphasis which the subject deserves. 
Dr. Cutting has epitomized the subject in a very 
concise and practical manner in the present manual. 
The book should appeal to the medical student as 
well as to the general practitioner as a resume of 
the therapeutic action of drugs in human disease. 


A Guide to Practical Nutrition. Edited by 
Michael G. Wohl, M.D., and John H. Willard, 
M.D. with an introduction by Morris Fish- 
bein, M.D., Editor, Journal of the American 
Medical Association. 98 pages with index. 
The Philadelphia County Medical Society, 
Philadelphia, 1943. 


This pamphlet comprises a series of articles on 
nutrition, sponsored by the Committee on Nutrition 
and Deficiency Diseases of the Philadelphia County 
Medical Society. The articles are reprinted from 
Philadelphia Medicine and distribution was made 
possible by a_ grant-in-aid from a Philadelphia 
pharmaceutical company. The articles are clear and 
succinct and, although brief, include all the important 
aspects of nutritional science. Those responsible for 
the project deserve the thanks of the reader for a 
practical presentation of an important subject. 


Hope Deferred. By Jeannette Seletz. 536 
pages. Price, $2.75. New York: The Mac- 
millan Company, 1943. 


This first novel by Miss Seletz carries its hero and 
his friends from their entry into medical school 
through their internship. It narrates in a pleasant 
style the vicissitudes of its characters without re- 
course to the sensationalism so often found in books 
of this type. The authoress, in her own words, has 
written the book “as a tribute to that prince among 
humanists—the man whose supreme kindness is 
taken for granted, whose daily sacrifices are over- 
looked, whose sweet nobility is accepted as the com- 
monplace and whose hourly acts of courage are per- 
formed behind a mask—the true physician.” 


240 NORTH CAROLINA MEDICAL JOURNAL 


June, 1943 


Manual of Industrial Hygiene and Medical 
Service in War Industries: Issued under the 
Auspices of the Commission on Industrial 
Medicine of the Division of Medical Sciences 
of the National Research Council. Prepared 
by the Division of Industrial Hygiene, Na- 
tional Institute of Health, United States 
Public Health Service. A Composite Book 
with 16 Contributors. Edited by William M. 
Gafafer, D.Sc. 508 pages with 20 illustra- 
tions. Price, $3.00. Philadelphia and London: 
W. B. Saunders Company, 1943. 


The political trend of the times has emphasized 
more and more the individual workman and the 
problems of labor. This book, consisting of a num- 
ber of articles by engineers, nurses, physicians, and 
workers in public health, serves more as a social- 
economic outline or blueprint of the aims of indus- 
trial medicine as seen by the U. S. Public Health 
Service than as a handbook for industrial disease 
hazards. The emphasis is placed primarily on war 
industries. One gets the impression that the ma- 
terial was quickly gathered together in the hope of 
meeting a need in new industries. Chapters on the 
problem of occupational diseases and occupational 
dermatoses cover in some detail specific points from 
the medical viewpoint. The remainder of the book 
is more suited to the use of management than to 
that of the physician. 


New Advance in Synthesis of Sulfa Compounds 

An improved method for preparing the new sulfa 
compounds known as sulfanilymidines, which avoids 
use of expensive chemicals, facilitates manufacture, 
and makes these drugs more readily available than 
ever before, is reported by Dr. C. A. Kwartler and 
Philip Lucas, of the Research Laboratories of the 
Winthrop Chemical Company, Inc., in the Journal 
of the American Chemical Society. 

The new method of synthesis avoids use of the 
comparatively expensive paranitrobenzenesulfonyl 
chlorite, according to the authors. Because the drugs 
become, in consequence, easier to prepare, supplies 
will be more readily available to research workers 
to investigate their efficacy in infectious diseases. 


Maurice L. Tainter, M.D., professor of pharma- 
cology, Stanford University, and also professor of 
pharmacology and head of the division of physiologi- 
cal sciences, College of Physicians and Surgeons, 
San Francisco, Cal., has been named research direc- 
tor of the Winthrop Chemical Company, Inc., ac- 
cording to an announcement by Dr. Theodore G. 
Klumpp, president. 


Giving the CONDITIONED REFLEX TREATMENT for ALCOHOLISM (3 days) 
James S. Millikin, M. D. 
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